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This thesis describes an exploratory research project initiated 
to facilitate curriculum planning for, and evaluation of, a social work. 
training program in the field of community mental health. The 
literature concerning community mental health, the historical 
relationship of social work to this field, and current issues in social 
work manpower and education was reviewed as part of the thesis 
project. On the basis of the review, a study was undertaken to 
determine appropriate priorities for training Master's l~vel social 
workers specializing in th:PS field of practice. The tesearchers 
2 
decided that these priorities would be determined in terms of the future 
professional practice and educational needs of social workers in this 
field, as reflected in the five varia.bles of the roles, functions, and 
tasks they may be performing in ten years and the skills and knowledge 
they may be utilizing in this practice. 
A population of 160 community mental health practitioners of 
both social work and non- social work orientations was chosen to 
address this research problem. They were purposefully selected on 
the basis of their current positions in Oregon's public community 
mental health service delivery systems, with an emphasis placed on 
practitioners involved in the planning, management, and development 
of services. 
The research problem was initially operationalized by generating 
a forecast of future social work practice and educational needs in this 
field in terms of the five previously described val;'iables. Items within 
each of these categories were then rated and re-rated on the basis of 
projected frequencies of occurrence. The distribution of responses on 
individual items were analyzed in order to identify group judgments 
and subsequent! y to define a generalizing core of social work practice 
and education in this field in ten years. The components of this core 
were further classified on the basis of item mean responses in order 
to produce ranked clusters of items within each of the five categories 
that would suggest priorities for training Master's level social Workers. 
Nine research objectives were accomplished through utilization 
of a modified Delphi forecasting technique as a research design. This 
technique involved a consensus formation procedure requiring the 
3 
development of a three-part survey as a data collection framework. 
The fir st round consisted of an open-ended questionnaire. Responses 
to this instrument were analyzed for content and edited to create lists 
of items in each category. Two questionnaires were developed for the 
second round. In this round, participants rated each item individually. 
The data was tabulated by computer and modal responses were 
determined, which·were reported back to respondents. On the third 
round, respondents were asked to reconsider their second round 
ratings in light of tlii;s new information. 
The first questionnaire was returned by 51 percent of the 
population of the study. Analysis of these responses resulted in five 
lists of 262 items which broadly characterized the future practice and 
educational needs of Master's level social workers in this field. This 
data was divided into one questionnaire of 129 items concerned with 
"Roles, Functions, and Tasks" and one of 133 items concerned with 
"Skills and Areas of Knowledge." Each questionnaire was sent to one-
half of the population. These two questionnaires were returned on the 
second round by 64 percent and 80 percent of the samples, respectively. 
There was only a slight additional loss of returns on the third round. 
The tabulated data on the third round suggested that there was a 
noticeable convergence on the mode for 93 percent of the items in the 
two questionnaires. Analysis suggested that 60 items defined the future 
core of social work practice indicated by the respondents, and 88 items 
defined the future core of social work education. These items cohld be 
further classified into two ranked clusters of 32 items which suggested 
training priorities in terms of roles, functions, and tasks; and three 
ranked clusters of 43 items which suggested training priorities in 
terms of skills and areas of knowledge. 
4 
Comparisons between social workers and non-social workers in 
the population indicated that the two groups appeared, in general, to 
have two opposing views of future social work practice and educational 
needs. Comparisons between planners, managers, and developers 
revealed no consistent pattern of mutually exclusive viewpoints. The 
re searchers concluded that the results of the study therefore repre-
sented a compromise between the essentially divergent viewpoints of 
social workers and non-social workers, rather than a consensus 
among the two groups on a common forecast and similar training 
priorities. 
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CHAPTER I 
INTRODUCTION 
A pamphlet published by the Southern Regional Education Board 
(I 974a, p. l~) comments that, "Inherent in developing any {!rain~n~ 
plan is the need to specify in som~ way what the .. social worker in 
community mental health needs to do, know, and become." The intent 
of the ezj>loratory research project described in this thesis was to 
answer some of the questions raised by this need. 
What kinds _of skills and knowledge will a social worker ·at the 
Master's level need in order to practice effectively in the field of 
community mental health in the future? What tasks will the social 
worker be required to _perfo.rm·? What are the roles and functions the 
sc:>cial w:orker will carry out? These are questions .which social work 
educators need. to answer _in order to d~velop training programs that 
will prepare pr~fessional social workers to assume responsible 
positions in community mental he~lth service deli very systems. 
In 1974 the PorUand State University School of Social Work 
initiated a special training project that was funded by the National 
Institute of Mental Health. The purpose of this project was to pr_epare 
Master's level social workers for work in community mental health 
programs. Consequently, the project faculty sought to develop a 
curriculum which would b~ respons~ve to the manpower needs of the 
community mental. health serv;ice delivery systems in Oregon. 
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The authors of this thesis became interested in the problem of 
developing and evaluating a viable curriculum for the School of Social 
Work community mental health training project. Subsequently, they 
offered t'o undertake a re search project to determine the roles, 
functions, and tasks which social workers may be performing in the 
field of com:rriunity mental health in ten years and the skills and areas 
of knowledge which they may utilize in this practice. It seemed 
appropriate to the researchers to generate this data by asking 
practitioners who were currently active in the field of community 
mental health to forecast future social work practice and educational 
needs. On the basis of this forecast, the researchers were able to 
suggest appropriate priorities for training Master's level social 
workers who will be involved in community mental health practice in 
Oregon. This research project is described in the pages which follow. 
CHAPTER II 
REVIEW OF THE LITERATU~E 
In order to put this research into proper p~rspective, the 
researche~~ would like to provide the reader with background 
infor~ation on the development .of the community ~ental health 
movement in the United States, the historical rela~ionship between 
social workers and mental health services, and some of the current 
issues involved in social work manpower development and education 
as they relate to practice in the field of community mental health. 
I. HISTORY AND DEVELOPMENT OF 
COMMUNITY MENTAL HEALTH 
The official beginning of the national community mental health 
movement in the United States wasL!Parked by the passage of Public 
Law 88-164, the Community Mental Health Center Construction Act, 
by the United States Congress on Octobe! 31_, 1963. The roots of this 
movement, however, lie in the community-care tradi,t~on. i.n colonial 
America • 
. . 
qn eigh~e=..~ .... and ni:g.etee:n.t4 _cent~ry_ ~er~c:=~' the_ !e~:ponsibility 
for the care of ~he mentally ill rested with the affected individual's 
-~ ~ ......... _.. ... ~ .. ..... " .. - ~ .,,_... .. --.-~- - .~ - ... ~ - "'· ~ .. ~ ... 
family and local communi~Y.· The facilities which existed for mental 
heal th care were limited to the rich who could afford such care. 
Those who could not p~y faced the alternative of home care, com~~_!&ty;-
____ .. ---·-- - .... ----··- --· -··· ... --· - ... . . .. . . - . . . . ~·- . --··· .. - . - --··· 
supported boarding homes, poorhouses, or, in many cases, prison. 
4 
In the middle of the nineteenth century, crusading Dorothea Dix 
·-----_..-
started a new tradition in mental health care with the founding of the 
----·--. •Tl""."' .... "'""""-1.o+'~ .... ,...-..... ,..,..,,..,,-~4 .• _... .... ¥..,_...._ ..... -~- -·· '"" 4 ~· - , .•.. ~"~··.._,,.Ii, ""'.,.,.. ......... ,....,., .... ' ~ ...._.,., -~ --- ~-. .,,. ....... 
state-supported. mental hospital. The state hospital movement began 
as a protest against t~e deplorable conditions of community programs 
for the mentally ill. Ironically enough,· however,· by the turn of the 
century the conditions in most state hospitals had so deteriorated that 
they were. not much better than the earlier community programs which 
they had been designed to replace. 
State hospital.§._J:~maJ_:p.ed the major source of mentai health care 
_ __......._, ....... __ ..................... ~,,,,.,. ............ ..,...... ...... .•. . .. ~ . 
in this coun.try tor the next half century, even though their conditi~ons 
___ ...,... ............. __ 4,...,..-....--•-~t- ... _-.,~'"'"'_,..-,..,.,.,,,..,.,.__.,,-.,_ ••.1N ,,,..,~•,.._...~ • ...- ...._..., • ._ -..,...._..._..,. ..,.,...,,.,._ ...._....._ ~ T.· "" ~ +>' '""' -,,.., ·--t" I~ '"'"•;"'.>";,i>~YJ"<:.l.rP<l'J"T<', -"~"'?"'··>! 
continued to deteriorate until after the Second World ·war. Most state 
h~~.pit_als w~~--~ .. -~~~.~!?-~~J!Y.P~~~'.1:.~ _wi!=~ ... ~.t:adeq:iate fina~~ing, ov~~r­
crowded conditions, and staff in.sufficient to provide any more than 
... ,...c::; .................. ~<'<.JI_ .. ~. , .. _,..,,,.. ~:f..,._ ................. ,.,...,_1,..-, .. 1'1~~~.,"'t""'< • • • 
In.the 1920s an important new approach was introduced in the 
--~---·- -·-------- .,....,.....,, ....... - .............. ......,_ ... _ ......... ..__ ... ,-..--~r.ie- ,. .. _..,. ........ ..,...,, • .,.,... ·""'"' • ... ... 
mental health field with the emergence of the child guidance clinic 
.... ~ __ ,.._, ........ ~ .... ·-,....-~--.:,,· ....... ..,.. ......... ~··--. ......_ ,...,.. .. "'· ,,~,.,,,_, ..... ,.. - ~ .... fl "' ... ~·· ......... ~·- .. .. • .. .... ....... ~· • ~.;,. 
~_:>.!eme.v.t. In 19_~.2 the. Nationa~ Y<?.~IE~~ !~~-~-Qf}~.'!-~~~el Jiygiene 
established demonstration clinics in a number of cities across the 
' -
·nation. The clinics were staffed by_~!l..!~t~rdisci:elinary team 
..,_,,....,........,..,._.__,,_ ---~ .. - ·-- ----- ... -- - - - - .... - ... w .. , ...... -··-
composed of a psychiatrist, a clinical psychologist, a~d a I?:'X.~~~tric 
social worker and were seen as a means of preventing mental illness 
·-..-:..------.. ··-·Wfll"·""'* """·~-~ ,,,...,,, .• ~· .. ~·- "'··~·"- ... .. .... .. ........ -..... - ,,.,.., '"'·"' ... - • 
and delinquency through providing for early detection and treatment •. 
__ -......,._ -- - ----.. - ... -...._... R ·--- --- - ... _ - ,.,.w .. ~.- --- .. -,·-· ~·---w --~... .,. ~•~ - ._.,.,_ -. .. __ .... ._ 
«The far-r~aching ~!~~~~~.~a~ce of .. ~~·~·~c~~ld guidance m~vement was that 
it reintroduced'the concept of community responsibility for the health 
. . .. . . .. . . .. / ~ . . 
and welfare of its member_~, while addin_~ __ a_ new m<;>~e.l c;>f p;r:e.v:e.nti ve 
mental health to services at the comm~nity level. 
5. 
The 1930s saw a new factor emerge in the field of mental health. 
~ ~~"'·-...,---..., ............ -.--..-............... _ .... +.-•- """"-"'-,.. ...................... --~ ...... ~ ..... ., ................ '"""~-~....... .. .... .-..... __.....,,,..._...,~ 
In this pe:riod the Public Works Administration spent $10 million in 
federal aid for the construction of mental hospitals throughout the 
--------·-----------~- - _,._ .. ""-..-..'""' ..... ._......,, ......... ,._ ............ ·- .-<-< ... 
country. This was the first time that the federal government had 
~.....--~-- ... ~ '---~ ..... ~--~- ......... __ ,...~"""' .r ~·.. ...... • • -
become involved in this area, which had been :previously left to the 
--·-~,-__..,. ..... ,._.. .. _..,_,_ ... ~._..,,...,,.,..,., .. ..,_ ...... _,,.._,,,. .. .,.,.~ ,,;, '~'.._.~ ~··•·-.••~>~.#~;.,,,,.__,_ _,..,.,_,,___,...,,.,.,,..~ ... _..,. ... ....._~..,.......,h•<.,.•u:l"\..,,_.,._,,, ...., ... ,_.~""1"' ... ,,..,~•"- •• ,I'.,.~.:..-~,_ ... ,.,.,. """"'"-<1..;.~.i-,,·.~ ..... .,,;,.1. .. ,')~ ... ,,_-~J4.'""'· ... ,,_ 
states alone. As· a result, the prec·edent was set for increasing federal 
------_.._--... - .... ~ ... , ~~,,., ......... _ ........ ~- . - .... .,.,,_-«--~· ................... """"'-.... ...,. ....... :•""~ ... ·-·"""•..,., ....... ., .... ..,~ ..... -;It"'-;>-.-· ..... ,,.. 
involvement in the field of mental health during the next four decades . 
.. .._~ ,.. ... .... ... _t .... ~- "-'• -~ ~-" - ~ •<., •• ~.,!m<'$-- ......... ~ ... - ... ~ <.." -··...- ~, _,_ - .. ~ ,.__,,_,.,, .......... 
/ . ( ~h~ period of ~l~.--~:_: __ ~: ... ,~~:~ .. ~~.~.~, ~~o~~--a· dramat~:, .. ~.~~;:op-
ment and expa~~~,9n._,.,..,qLm.~JJ.tCi\-}_}1ealth services. ·A nationwide network 
--~ .. -----~---...... ~ ........ - ..... , .... _ ... ,.,..,.~. ~·•4.-· ~"':--t:->-.r•t.~- ~·..., .. ~- .<>,._..,.,,_ ,,.... ... ---... -------.... .............. ~ ...... -...--.. ---"2 
of p$ychiatric hospitals and outpatient clinics was set up by the 
,.... ...... ,.,-~~Oil~-~ ..... ~--................. ,.. ..... ,.... _ ... -- ~ .... -.... - ~ ....... _..~_ ... , .. _~·""'·"'"~ . ..,. ..... ..,, ... _. .. .,, ........... ,., ...... .,..... ....~ ... -· ............... ,. .. _,_,. ... -. .. ,.,,,.~ .......... ~--~.,._~, 
Veterans Administration to treat mell_!_~LE!:P~~ems among W9r}d Wa:r:JI 
,._ _ ·•_..............._.,.;~.,-;,....-g.,.,......,.,,.,., .. _... ·"~'""""'""'f'~-··~-~~ v~~-4.1"--""'"" ,,;l',J'kfl:~c,,., ~~ ..,,,..,,,,,,...;. ..,.-·---- ...,._ • ....,...,.._...,_..,J• ... ~~ _., ·~• .. ~••'" • ~ ..... .., .. ... .. 
vete_!"JUlS., The development of these psychiatric services acted as a 
---
stimulu_s to· the growth of the professional specialties of psychiatry, 
clinical psychology, psychiatric social work, and psychiatric nursing. 
The 1940s was the beginning of a new era of federal involvement 
------.... ,..._.,.. .. .,.,'"""~_..._.....,, - .,..,...,..,,.. .... , _,,,_, ....... c ......... __ ... ,,_A --....... ---~,....._'<>"...._,...__,... .......... ~ ... .,,..I>•• ,_ ""'-"'.;.,..·-~ + , .... .._~ ...... 
-
in the area of mental health. The first significant piece. of .federal 
..____.....,.--.-....... ______ ..... _.....,...,.- ..,._...,_,,.._,~-. ..-... ~·;-,,.,.-.'i..,...., ~ ~ ~_.,, .. #1i«"-i',.v''U..,.J.<""'',....,.,_,,,, ...,,.,..sr->-~""'""*-'""' .... -·- ...... ~_,-.._ .. ,.~.· .. ~~~ ... _ ... ,,..,_,.,ll""'' _,_J"..-S.•>r.~<11"<",.,.,"'·~r ... ~~·,.,.~ ,,,.. .,...,.,,, 
legislation was the enactment of the. ~~~~~~~~ M-~~ta~ 1:.~~~th ~c:_~, Public 
~,,._.;...,A.w_,.~.,.,......,....,.~,~ ..... -,,v,.·~-;:;.A;."'-.~.......,,..,,.--,.,,_.,,.,?t .. ~"7-"-..... """''11'"1·;or,-1-•~*<r'"'""...W<f'~~- "' 
Law 79-487, in July of 1946. The importance of this legislation lay in 
.... -..----....., ________ .,....., • ..,. • ..._,,, .... _ ........ ~ ....... _,..,,_.,,,_, ..... ,,.. " .. "'"lo ... ..,~ .. ""' --- ... ..__,___. ___ .,..... 
the recognition by the federal government of its responsibility for 
---._.~1t-•'7'Wt-~~ .... ~-"~t;li:ll-~W~'°...,'ll<,l•-'"''"".._~ ... ~'>1i!.~,,_ - 1"'"1'""'"'"'""--*-..... ,.~,.-,.,_ ,.-~ ..,~ .. - ._#·'"''"''-4"..,,..r, ,.~,,,.,, - ~· ,., ~.-.-......-,_,_ '"" 
dealing with the problems of mental illness, rather than leaving all 
~-.......... ---- -------- .. -._._.....--... ~ ... --.,-·...,. '* .................. .,.. .._..,., ....................... _~ ............. _.. ............ _,,._ ........... ...:...,,il--'.1'c""'-"""""'"" ~ ..... ~~ ................ __ ...,.,..._,,,,~-~ ......... --... ..<¥- .-. ....... -.. ~ 
r ~}m~:ms ~ bi!_i ~~):.~.!!:~--· !1~nd.~.--~?.! ... ~~!~.!~~~~?.Y.~-:.~. ~~~~ s. The !!~l]>>AA~.~-~ of the 
· 1946 Act wa~~-Jo provide a method of financing research into the causes 
-....-----~ ....... - . ,..,...._.,.,.,._ ... ~_,, .. _ ......,_," ,.,~~.,. ....... l"J'l! ..... 11"1'#~~ ... ~._r,JOF-4,;;,,_VW'"-~-··--•"' .... ,,,_ .,,., ............. _ _,_..._,_....,.. ,. .. .<, ,,,_~,..~ -. ~ .,,..,,-v-, "'1'" ..... ~ .. l<'/I"' ;; - - ~"'°=->i.:~~·<o; 'l:l!tl' 
and treatment of mental illness, to promote training programs in the 
-~-. .,,-•--,., ........ .....,:...,,,,.··n,..~·" -ll'U'•·•-""'""" _. .. .,....,.... .• ,.._ •• , ....... ,._,,....,..,,.... .. .,,._,,....,,,"" ... - I'"·• .. "~---... .....,-~.,......,... .. .,..~,.....,. •• ...-.,,_..,......,.,..,,._.,.._,._ ---~-~1 .. -~ .... -.-...... ............._,..,,'""'" """'"J• .._,..,..,,. ... ; ""' .. ,. ... .,...~·~.,..--....... 
treatment of psychiatric disorders, and to assist the states in 
... :""___,,.., _____ _.,._~·-"'-·¥ .. ___ ,.........,,..~-....,,-·---~-"*'-''""'"-"'~'4....,.,.. ... --
establishing community-based mental health services. As can be 
seen, an emphasis on a community-oriented approach to treatment was 
___ ... M __ , ......... ~.........,..,.-ll'J>•-.....l'tTf ............ .....,.,,. .. .. , ... fl'• .. -"" ..1'('~<. ~ ¢.- ••• ? .......... ~ ... --·, .. ,.,.,. ........ •• ....- ... .....-... ... -... ~ ..... , __ ,., ......... ~·- ""•"''.I<'" ...... .,,.. .... ,.,,,...,f'·'···... ....... ... ¥ ~ .. -..,...._,,., _______ , ... .,, 
6 
already emerging. 
~··-:,....,. .... ,:~"flt.~~--·~.-t-"-.......... 
The 1946 Act created the Natiq~:n...a.L.Inst1'~te ... o£.. . .M.e.ntal..li~i\~!th 
-------.... -~ __ ,.,,.. ..... _ • ..._, ....................... ~~ .............. ~ .. ,;..("- ...... T• • 
(NIMH) to administer funds and to place staff members in regional 
_____ .. __. ................. ..,;...-. • ..,._.,. .... .,, .,...._...._ ............ ~ ,.. .. - ··~~ ,,_ -- ......... .,,..,,...._,,,_ ...... _,,_ ... _. ... ,...-.-::. ............... ..e;..•$..«_ .......... ,,,,<t .......... ..,,,, .. ,...,~--·..,.'l'V"" ....... ~ •.• '""" .... ·"'""""'"'""" ... ~~~~~ 
offices who c·ould pr~"Y.!.~~-J.~~~c;JJ~!.,~!!.~E~~nd cons~ltation services to 
-~--~~~ ...... ?"""""'"""'"'--~..- .... ____ ..,_._.....,._,,_..,... . 4"''-"' .......... "I' ..... ~-,,.,..,.,,.~ ~ .................... ~"""' ................ ol\'.Jo .... "'1' ,.1,q.~ilit' 
states and the~~.i!!!R.!:2.Y~ .. .J!i"'~ir quality of mental healt~ .. ~~~· Bloom 
... ___ _,,,-.-~~· _,..,,.._,_ ' --,. ........ ~l.M~!'ilf.<• ...... .J.'..,_~-,..i.llJ''I-"•~~_,.,., _.,,;,..,tfa-?l,.,'lf~~~>QIM>~~l~,.J>..~"'' 
(i 973, p. 8) asserts that, "· .• during the ten years following its 
foundation, the National Institute of Mental Health became both the 
intellectual and financial source for much that was innovative in 
Atnerican mental health traini:r;ig, research, and practice." 
Several develonments occurred in ·the 1950s that were to pave 
-··~-.....--~---------·~~~ ... ~"-""......:-.ci~;,,1· .............. ~ ...... - ......... ,,.. . ..,, . .>J<...,.._ ... ,...,.i..t ... _...~~·~·-~---· "'-,c"<J:_ ...... ,,,, .. h .. ~,,,,,.~_,- .. 1·\1r.o.l!"!f- '""'·~"'"'"• •• :-+ ... ~"'' ~ ~. ~ .... ~~.l'l: ···""'' -
the way f~_!2...~-~-:.~.~?.! .. ,~,?~~~E--~~¥ -~e~t~.~.J1~~~~h .!.~ .!!~,~._ .. ~.9~_9.,~: ~~st, 
-~--,.~~ . . . ~
in the e~l.Ll.95.Cls, tranquilizing drugs were intrg,-9s£.~.d..int.Q...Jhe 
.. ~ A,;.,;,,.~,,..,.,._,,.,.,,.j;_.11._._..,,,.~ •. t~O!o:t"1-A .. v r_,."f'..Q ~,. ... vc .• :;,.,,. .. i1...-.... ,,, ~r.1 
tre~!n1~~i .. 91. .. R§X£h~}~J:!j~"'"'i~~~~.!.~ers. With the u_s~ ~f_t~~--~t: .. !?-~.-!-: .... ~,~$s, 
not only was the le~th of time requfred to recover from mental 
disorders. reduced, but also n:,~~!:' .. ,~:ea!!"~!,,s .. ,~.~,!:~--<;t-}~l~_ !o b~-~m~i,!?;!~iE~d 
in their own communities bv use of these m·edications at home "t~~~mi.'ttr""t"~ .. "'~~-...-....,.,;o-.l"ill.'·~-~-~~~~~.il-n~_,,.-~.-~ .. 'l~~1fJi""''""""' .. ' ._..,.,__il...,,_,,r~rr...r~;~ .. .,-·~·~·~?"1'1,,,.,.,. -.i""~"' ~,, ... ~r.•;o.• ..,_,_~•«<~v ,,,..,..~.,,."' ~~"~'llro""~·~,...,;. ... 
(Pasam·anick, S~arpitti, and Dinitz 196?>· Second, in 1955 the Congress 
.....___._....... .. .. _......,_.......,~----~~ ... -"'---..-..i;>I""" 
e~ct_~,g!§J,~lj,on ~~1?.~~~-~~~~!~1)i.Js> .. P!~,~s1~- '!~~-~~--~! .. :_~~~~'.°" -~_,~,a~.ts., t? 
.~ate _1:?_~pitals for th:_P.~~p~~-~--~~~--~PK~~~~-~&.~t.12-~~.~ -~er~p~~~ic 
--..__ ........... -......... -......... ~~ _,,.. ......... ~ 
J...~.9...&.!'~~~· Prior to this time, state hospitals ha~ been the least 
affected by NIMH' s input into the mental health syst~m. ~hir .. q~ 
d~ring the _!i~~-~~!!Y- st~t~ hQ~fil?!J;al_~ .. ~<:~~E a~_?p~ng. t~_e .C.:?.n~~l:'t."~f 
geographic decentralization.· Patients were a~sigrted to particular 
---~--· .... --.-~--~----~~ .. 
wards according to their home communities. One of the effects of 
this type of reorganization was to offer treatment, and sometimes 
discharge, to some of the more chronic patients who had been 
7 
confined to the .. hospital's "back wards." These wards had functioned 
. . 
primarily as custodial care units. Further, communication links were 
improved between the hospital staff and.commu.nity-based agencies. 
This ·improve~ liaison provided a better transition for the patient 
from hospital to· home community. Also, decision making was 
decentralized to the level of these geographic units, thus replacing the 
lengthy processing of decisions through the monolithic hierarchy of the 
state ho·spital {Bloom 1973 ). Fourth, starting in the 1950s state 
hospital populations began declining. This was due in part to new 
tranquilizing drugs, improved treatment programs, and decentrali-
zation. Even though there was a yearly increase in the number of 
admissions, there was a corresponding decrease in the length of 
. . 
hospitalization (Bloom 1973). Fifth, during this perio.d Congress 
responded to the growing pressure for a r.eassessment of mental health 
programs in the United States and the growing need for a national 
mental health pro.gram. This response took the form of the 1955 
Mental Health $.tudy Act, Public Law 84-182, which set up the Joint 
Cammi ssion on Mental Illness and Health. Congress directed the 
Commission to analyze and evaluate the needs and resources of the 
mentally ill in the United States and, most importan.tly, to make 
recommendations. for a national mental health progr~m {Joint 
Commission 1961 ). 
The final report of the Joint Commission, which was presented 
to Congress and President Kennedy in 1961, documented the urgent 
need for improved mep.tal heal-th services throughout ·the nation. The 
Commission recommended that the federal government assume the 
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major proportion of the co st ~ntailed in expanding the inad~q uate 
mental health systemsi According· to the Co:mm.ission (Joint C?mmis-
sion 196.I), funds we.r~ needed for basic and applied research, 
ma~power training, a~d eipanded services for the mentally ill. The 
report suggested that expanded services sP.ould include one outpatient 
community· mental heal th center per 50, 000 population, inpatient 
psychiatric units in every general hospital, and conversion of state 
hospitals .i:iit~ intensive psychiatric treatment centers with no more 
than a thousand beds. Also required would be improvement and 
expansion of aftercare, intermediate care, and rehabilitation 
services, which were sadly lacking in the mental health system as 
surveyed by the Commission. The report further recommended that 
. funds should be appropriated to expand public programs which could 
educate the general populace as to the nature of mental illness, and to 
reduce the public's tendency to rejed the emotionally disturbed. 
President Kennedy was very receptive to this report. He 
appointed a task force to study it and to make recommendations for 
the implementation of a new national mental health program. After 
careful consideration of these recommendations, the President 
(Kennedy 1963, p .. 1) gave a special message to Congress on February 
5, 1963, in which he asserted that"· •• mental illness and mental 
retardation are our most critical health problems. 11 This special 
mes sage was of historic importance, as it was the first time that a 
President had addressed the Congress on the subject of mental health. 
The goal of the President's proposal was to set u,p mental health 
centers in every major community so that all Americans would have 
access to high-quality, comprehensive, therapeutic services. The 
President (Kennedy 1963, pp. 2-3) outliJ?-ed thre'e objectives in what 
he called a "bold new approach" to mental health care in the ·United 
States. First, "· •• we ·must seek out the causes of mental illness 
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and of mental retardation and eradicate them .... For prevention is far 
more desirable for all concerned. It is far more economical, and it 
is far more likely to be successful." Second, " •.. we must strengthen 
the under! ying re sources of knowledge and, above all, of skilled 
manpower 1 ir and third, II• • •We must strengthen ~nd. improve the 
programs and facilities serving the mentally ill." 
The specific recommendations that the President made to 
Congress were 1) to authorize grants ·to the states for the construction 
of comprehen~ive mental health centers; 2) to set up short-term 
project grants for the initial staffing costs; and 3) to appropriate funds 
for planning grants to assist communities in developing a total 
community plan for mental health prior to construction of new 
facilities or granting of staffing funds. In addition, the President 
pr.oposed grants to assist in improving the care in state mental 
hospitals· and to increase funding for research and training programs. 
Congress responded quickly to President. Kennedy's challenge 
that the prol?lems of mental illness at th~ community level be attacked 
on a nationwide scale. The Community Mental Health Centers Act of 
1963. authorized $50 million, which was to be spent over a three-year 
period for grants to construct public and voluntary non-profit 
community mental health centers. Subsequent amendm.ents authorized 
additional money to extend the program, to esta.blish grants for the· 
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initial staff~ng of centers, and to add pro.visions for sp~cial programs 
for children, drug addicts, and alcoholics. 
The Director· of the Nationar Institute of Mental Health (Yolles 
1968)., which was responsible for. adm.inisterin~ the 1963 Act, has 
pointed out that the goals of the Act were to learn to prevent mental 
illness, to promote positive mental health, and to_ provide a continuity 
of care for those who are already emotionally disturbed. He added 
·that, central to the entire national mental health_ co.ncept, was the 
premise that treatment is best provided within the patient's home . 
community.. The purpose of the Act, according.to Yolles:. was to 
provide community-based mental health services as an alternative to 
the institutionalization ~f persons in large state hospitals. 
The 1963 Act required that, in order to recei~e federal funds, a 
c~mmunity mental healtjl center mus~ offer five basic service 
. . 
components within its catchment area: inpatient care; outpatient care; 
partial hospitalization care; emergency services; and consultation and 
education services. Every state was subsequently ·~ubdivided into a 
group of catchment areas, each with a population of 75, 000 to 200, 000. 
In addition to _the five mandate~ services, it was expected that . 
eventually five other services would be provided by each center: 
diagnostic services; rehabilitation services; precare and aftercare 
services; training; and research and evaluation. .These services were 
to be readily available to all persons living within the -catchment area, 
regardless of abi~ity to pay. The intent of the wide range of required 
s~rvices was to ensure continuity of care. This allowed the patient to 
transfer easily between services and yet maintain a _continuity of 
1 I 
. I 
relationship with the primary therapist. These facilities were also to 
act as a re source for other agencies serving the community. 
Bloom (1973, pp. 1-2) has pointed o:ut the following character-
. . 
istics as distinguishing community mental heal~ practice from 
traditional clinically-oriented practice. First, lt. emphasizes 
practice in 1;:he community, rather than in instituti~mal settings. 
Second, it f?cuses on the total community, rather than on the patient 
only. Third, it emphasizes preventive services in coordination with 
therapeutic services. Four~h, it emphasizes services such as 
consultation. and education, rather than direct services alone. Fifth, 
it utilizes innovative clinical strategies, such as· crisis intervention, 
to reach larg~r numbers of people in times of need. Sixth, it 
emphasizes rational planning in making decisions about mental health 
programs. This planning takes into c.onsideration demographic 
analyses of the catchment area, unm.et mental health needs, and the 
identification of high-risk sub-populations within the area. Further, 
this planning seeks to coordinat~ the mentai ·health services and to 
establish priorities Within the community for dealing .with problems 
directly or indirectly related to mental illness. Seven~h,·(~9mmunity 
mental health practice emphasizes the identification of str.ess points 
·within the community, instead of assuming that the sources of 
. psychopathology rest solely ~thin ti:ie ~dentified patient.} Eighth, it 
... ~.~ 
utilizes innovative new source~ of manpower, s~ch as "paraprofes-
,---· 
. sion~ls" and."indigenou·s non-professionals." Ni~th and ~inallyl this 
practice .is committed to community control, which means that staff 
and representatives of the community work together lo 'identify needs] 
propose and evaluate programs to meet these needs, and to plan for 
future program developments. 
CTo date there are 515 community mental health centers across 
the nation. This number is far short of the Congressional goal of 
1500 cen~~r~j) During the Democratic administrations of the 1960s, 
there was a ·rapid expansion of centers. Howev~r, policies of the 
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Republican administrations of the 1970s have slowed the development 
of new facilities. Many of the funds slated for center construction 
have been diverted by.the administration to finance staffing in centers 
already bui~t. 
_, . 
6ece~t White House policy has been to phase out federal support 
for commll:nity mental health and to shift the responsibility for funding 
to the state and local mental health delivery systems. Federal 
attention in the current decade has been turning to more general 
health iss·~es, of which mental health is only one part. How mental 
health will fit into a total health care s.ervice deliv~ry system, 
organized and financed on a national scale, remains unclear. j 
G~ the state and local level,. the key issue for community mental 
health programs in this decade has been accountability. Community 
mental health centers have been faced with the problem of demon-
strating their effectiveness to legislative bodies. ·-~n order to compete 
with other publically supported programs for limit.ed funds, it has 
become increas'ingly necessary for these programs to statistically 
demonstrate their viability and degree of success in meeting mental 
health· needs] 
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Development of Community Mental Health Services in Oregon 
O:regon' s first mental health program began in 1883 with the 
opening of Oregon State Hospital in Salem. In· 1908 Fairview Home 
was established as a separate institution for the mentally retarded. 
Eastern Oregon State ftospital was established in 1913 to offer a 
mental health program to the eastern part of th~ state. The two 
remaining state hospitals were no~ established until much later. Thus, 
Dainmasch State Hospital in Wilsonville was opened in 1961 to serve 
the Portland tri-county area, while Columbia Pa~k·Hospital and 
Training Center at The Dalles was converted from a tuberculosis 
hospital in 1959 to provide long-term care for the adult mentally 
retarded. · 
Tw~ national trends in mental health were ·reflected in Oregon's 
state mental hospitals during the late 1950s and the early 1960s. 
First, there was a consistent decrease in the overall hospital 
populations. Orego:n' s mental hospitals experienced C3: peak population 
in 1958 with 5, 065 patients ·(Mental Health Planning·Board 1965). 
Since that time, the population has been decreasing dramatically. 
despite the increase in ad:mis sions. No doubt this reversal can be 
attributed, in large part, to the introduction C?f the· new tra_nquilizing 
drugs during this period. 
The second national trend seen in Oregon's state hospital system 
was that of decentralization. In the early 1960s, an effort was made 
to decentraliz.e the state hospital's by relating the hospitals to specific 
geographic areas serving a discrete population. Accordingly, 
Dammasch State Hospital was established to service the greater 
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Portland metropolitan area; Oregon State in Salem, the western part 
of the state; and Ea·stern Oregon in Pendleton, the eastern part of the 
state .. 
Until the 1930s, state hospitals were the only public resource in 
Oregon for the treatment of mental illness. Community-based 
services for mental health problems had their beginning in 1932 when 
the first child guidance clinic was established at the University of 
Oregon Medical School. Tra.veling clinics were set up to provide 
services to yarious parts of the state. 
The enactment of the 1946 Mental Health Act which provided 
grant-in-aid money to states for establishing community- based mental 
health services, resulted in the availability of federal aid to Oregon in 
194 7. At this time, the child guidance services provided by the 
Medical School were transferred to the administration of the Oregon 
State Board of Health. In_ 1953 the traveling clinics were discontinued, 
and a program was initiated to develop child guidance clinics were 
established (Mental Health ~lanning Board 1965). 
Responsibpity for mental health services continued under the 
State Board of Health until .July 1, 1962, when the Mental H~alth 
Division wa~ created by the Oregon Legislature. The Mental Health 
Division was ~h_arged with the responsibility for developing a 
coordinated state mental health pr?gram, supervising the state 
hospital mental health services, and assisting counties in establishing 
local mental health services. 
At the time the Mental Health Division was formed, there were 
only eight smai"l community mental health clinics serving eleven 
J 
-1 
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Oregon counties. With the growth of the community mental health 
movement in Oregon, that number expanded to ~he present level of 32 
locally-administered clinics serving all of Oregon's 36 counties. 
These programs have been funded ~hrough a state-county partnership 
in which 50 percent of their budget comes from the state and 50 percent 
from the counties. 
In 1968 Lane County developed a Comprehensive Community 
Mental Health Center. This was financed under the 1963 Federal 
Community ·Mental Health Center Act with additional state and local 
finan-cing. 'The Center provides the five federally mandated services; 
that is, inpatient, outpatient, day treatinent, 24-hour emergency 
services, and: consultation and education services; ·and is governed by 
an administrative board representing the community. This board 
monitors :the Center's. compliance with federal requirements (Bray 
1973). 
In 1972 the Eastern Oregon Community Mental Health Center 
was established under a federal Community Mental Health Center 
staffing grant, supplemented by state and local funds. The Center's 
catchment area includes the thirteen counties in eastern Oregon. All 
of the federally mandated services .are provided, pl us in- service 
training for the staff. Based in Pendleton is a core team which 
adtninisters the Center and offers consultation, education, and 
program evaluation services to the six local mental health clinics 
circumscribed within the catchment area. Improved services at 
Eastern Oregon Hospital.and Training Center are ano~her phase of the 
Center's operation (Br.ay 1973). 
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In an effort to develop a comprehensive state system for the 
coordinated delivery of mental health services 'in Oregon, the Mental 
Health Division was reorganized in 1973. The reorganization of the 
Division brought together all of the community mental health clinics, 
contract programs, and state hospitals under the direction of three 
regional offices. These regions coincide with the catchment areas of 
the three. state hospitals for the mentally ill. Region I is the tri-county 
area of Portland. Region II includes the coast and the central valley. 
Region III is comprised of the thirteen eastern counties of Oregon. 
Currently, Regional Directors are responE?ible for all the 
mental health services provided in their respective regions. Thus, 
the Superintendents of state hospitals for the mentally ill and mentally 
retarded report to the Director of the region in which they are 
located. The community clinics, child st-qdy and treatment centers, 
community services for the mentally retarded and developmentally 
disabled, alcohol and drug services, and community mental health 
centers, which contract with the Mental Health Division, are also 
accountable to these Directors. In turn, it is the responsibility of the 
Regional Director and his staff to assure coordination of services and 
continuity of care between state hospital~ and the various community 
programs under. his jurisdiction. 
The responsibility for planning and evaluating all mental health 
programs in the state currently resides with three P!ogram Directors 
at the Division level in Salem. The three program areas are 
concerned with the care and treatment of 1) the m~ntally.and 
emotionally disturbed; Z) the mentally ref~rded and. developmentally 
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disabled; and 3) those with alcohol and drug pr~blems. Since August 
of 1974,. the program office for mentally and emotionally disturbed 
has also included a child study and treatment section which handles 
statewide planning for the six children's residential and day treatment 
centers which contract with the Division. 
The three Program Directors have no direct responsibility for 
pr.ovision of services, which is. the Regional Directors' concern. The 
Regional :p.i.rectors act to implement the programs developed by the 
Program Directors in accor~ance with the standards set by them. It 
is the Regional Director's duty to relay the needs of local areas and 
the results of local planning to the Program Directors for considera-
tion. 
One of the features of the c~rrent organizational structure of the 
Mental Health Division is the state-local partnership for funding. This 
offers a high d~gree of local autonomy and ensures that community 
needs are incorporated into state plans. At the same time, the 
Division is .able to ensure that plans are developed a:r:id carried out in 
an integrated manner in accordance with a comprehensive state plan. 
The Division also acts as a check on program quality and fiscal 
accountability. 
Lastly,, ke_Y decisions and policy matters are currently dealt 
with at the Division level by the Executive Council.. The Council, 
which meets wee~dy, is composed of the Mental Health Division 
Administrator, the three Program Directors, the three Regional 
Directors, and the Director of Administrative Services. The ultimate 
responsibility for all decisions rests with the Division.Adminis.trator. 
II. RELATIONSHIP -BETWEEN SOCIAL WORKERS 
AND MENTAL B:EALTH SERVICES 
,,,., . 
(I._he relationship between soc!~~--~~.::~~.::_s and_ n:e~!~!.!:~~~~th 
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servi_S.~L~ q~.gan_in .the... ~~~-!"JY~.~ 990s. Social workers were employed as 
.................. _,..,._ ... ..._,.,.,;:,..,.. ,.~.., • ... .,.,, . ..,,.,,,.,., ,,4. .~-1':'! ... _,,,-.,.-.,._,.. -.;-• , • ., •<I>'.,.~ '.1' .... 
ear~.~ a~.-~ .. 9.~~ . .,~X--~.:~!:.?.~!:>-8.LC:~! ... ~~-!nics ~n New York City and in Boston's 
Massachuse~t~ ~ .. u~:r:.al Hosp.:ita;I. (Woodward 1960). In the following 
~ - J.< .. -'> ........ ..... ~ .... ,::. .,_.,...,..... -
years, state hospitals established social service departments. The 
~ .... ~-1 ... ... ...,..... .,,,., .~ ~~,,,,., ..... ~-~-.:...i..-..... :--n_,,. ...... J~,,!·. _J ................... ,.,., ,...,._ -~"'" ...,,, ~ • . ~"'"" 
social worker's position at this time was that of an .. ancillary to ~he 
medical doct.or or psychiatrist, and their activities centered around 
re source ~obilization for mental patients an¢! their families. 
, ... _,... ..... .,,,,<.... ... - - ...... !'>. - ,\.... ~--- .- "' • ·'" • ~ ..... 
In the child guidance clinic movement of the 1920s, social 
• .---~ -.,,,... .• n~· - .. ..,,._,.,,,;...,.~,'f' """'" .,. .. • ...... ~ '""°"" 
workers developed a new relationship· to mental health services as 
- f- "' .• -~''' 
..., ,,,..-.....,.,~ .. _...~ ~r ~·~ • -
members of a clinical team comprised of a psychi~t~i~~~,,.~ P.§YFE..Q-
logist, and a social worker. Each memqer oJ th.~ te~rr! Jla.~t .. £!~ .. ?:ri y 
__ , ~·;i.-• ,.,,..;1-. 
defined duties. 'fhe J?Sychiatrist wa~ ~esp~:msib!~~Jq~_J,:r,ea.troe:o,.t;. the 
psychologist, testing; the soci~l wor],<er, intake.ancL,c.u~it.Y .. 
liaison. The dut~e~ ~£ the s9ci~l, worker included ~xplai~E.&. ~he 
program to patient and family, gathering a social history, a:ic!. {t~_!i~g~ 
~ . ... . 
a~ a bridge between the clinic, the family, and the .community • 
......_,,,__.., ..... , ...... ~ ...... - ..... -.. ---~--·-.....,._ ....... .....,,._..._,,.,. - - ,,,. .. ~ ..... ~ .. ~ .... t ,., - .. .... .... ~ .. ~t- ... ,... ................ ,.,... -" '~.~· ... «;.;o;S:.~ ..... ,,,_ ..... .,,_,; • 
A~-~hil,d ~~?-id~!lce clin,~cs ~?rther deyeloped the~r organizational 
structure, social workers expanded their activities to include the 
organizational tasks of the clinicsll particularly supervision, and, to a 
more limited extent, training and administration. Until World War II, 
however, the child guidance clinic movement represented only a small 
... ,. ...... ,, -... .._ - ........ ...... ......, .. - ~ ~--- _,,, . 
part of the mental health movement. Thus, during t~is :ee:!~od, the 
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fun~tion of the social worker within the overall mental health delivery 
syste~ could be considered ~~"~-~~~a.~ily that o:. service. provision in 
---........... ___ ·--~-... -----·---··--~ ...... _ ... ~ ..,_,.~ _,.,... ... _, --~ 
an ancillary relatioE.:,~!?-~J?.J2,~P..~.Y~~~a~ry (Clark 1966; Woodward 1960). 
,__.-... •· -- -•·•-•'••__..,--r.,._,._.,_ -~• ; 
 . During the World War II era, there was a dramatic expansion of 
~-..... -......._..,._,,,_~........ ~ .... ~-,,,. ---~._,,., .......... ...-..- ....... .....,................ ....... ~ ~ .......... ,.,.. .. .. _,,. .......... ,,.. ..... -..... ..,,. ... ""'-"""" ....... ~-- ................ - .. . 
mental health services, especially by the Veterans Administration, to 
meet the needs of returning veterans •. With the increased manpower 
__ ...... ~ ..... ---•• - ....... - ...... ,,._ ........ ,.., .. ~~ <- ,_.,..;/' ,.,. ,,,, .......... , .... , • .,._.,........,. .... ,.....i • ., ,,.....-... ·-·---'---·-...... ~..._...,._,..__.._. __ .... ~-"' .. • .. ' 
demand, social workers became involved for the first time with 
··~· .. .. . . ,.,. . .... . .. ,.. ... . ... ~ -··" ~ .. .,...., ._... ,._ .... ' ' '"" 
tre_~~~~!JJ!lc;le~r the s.up~.J:vi.sion .. o.f a.psychiatr~_st (Krugman 1952; 
.......... ...,1-. - ' • • ~ ~··.. fl'_ • .... ~ 
Woodward 1960). Social workers also·moved ~.ore into administrative 
,_--··----------~··--~·· ·-~----· ·--.--........ - -· ~ 
positi~.-.. As Woodward {1960) pointed out, while social workers _ .. _____ __ 
were ad.Ininistratively responsible to the psychiatrist, in practice, 
..; ~· ~ ... 
within th~ Veterans Achninistration structure, .social workers often 
organized and operated the clinics. 
As th~ demand for psychiatric services increased in the post-war 
,...,,...,_,,,....-.,,~-·,··'--' ~ - ........... ,, •• of'•.i .. 
years, there was also_·~-~-~xp_an~io~ of mental health.clinics in the 
~ -- . 
public sector, ma:iy of whkh_pa~erned themselves after the Veterans 
.... .-....-... ._""I""""'-... ¥·"'.._~~~-'""· 
Administration model. Social workers re.sp.anded. tQ the manpower 
shortage in the public sector by filling positions in both mental health 
-'*""""'-... --"'" ,...,.. . ...,.. !;j . .. ''o/' ,.,,,.... .. "'~ ~ -.... ~ .. ..... ~ • 
clinics and psychiatric hospitals • 
.... ~ . ...-.................. -~ .... ._,.,_... ~~ ""· ·~ ,.,,,,,....,,... ___ ~,.. .. ..., .. , 
"~ "' _ . .,,.,.,,,. .... .c-.... .;.:;,J .. ~ ~ 
A 1947 ·study (Krugman 1952) of 327 mental health settings 
revealed the.new roles social workers were playing in mental health 
delivery systems. The study showed that in 55 percent: of the settings, 
social workers shared treatment responsibilities with the psychologist 
and the psychiatrist. There was also.evidence that social workers 
were engaged in adrrtlnistration, supervision, training, and consul-
tation. However, in 80 percent of the settings, psychiatrists were the 
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Directors, while social workers were Directors· in only 4 percent of 
the settings. Further, a major trend in the late 1940s and 1950s was 
for social workers to engage in private practice, either directly under 
the supervision of a psychiatrist, or with access to a psychiatrist for 
medical consultation (Woodward 1960). Beginning in the 1950s and 
expanding in the 1960s, social workers became increasingly involved 
in consultati~n activities for schools ~nd other community agencies 
(Rosenblum.·1968; Caplan 1971). A 1962 report (Rice 1962) on the 
educational qualifications for social workers emphasized the 
increasing use of consultation, along with other indirect services. 
The report listed seven activities of social workers. in community 
health and mental health programs, 1) social work consultation; 
2) program planning, implementation, and policy formation, including 
primary administrative responsibilities in mental _health agencies; 
3) case~ork to individuals and families; 4) group work; 5) services to 
communities; 6) research; and 7) educational supervision. As 
indicated by the report, social workers were still involved in direct 
services, but they were also expanding their involvement in indirect, 
facilitative activities. 
With the rapid expansion and development of·th~ community 
mental health centers program in the 1960s, social workers became 
increasingly in demand to provide outpatient treatment and consul-
tation services as mandated by the federal 1963 Community :f\4ental 
Health Center Act. But as indicated by earlier trends, social workers 
also became involved in the planning, administration, and development 
of community mental health cente~ programs. This trend was 
strenithened by the manpower deficiencies in the professional fields 
in the 1960s. The shortage in available personnel enabled social 
workers to fill some of the gaps in leadership traditionally provided 
by psychiatrists and, to a. lesser extent, by psychologists. 
A 1968 study (Spray 1968) of mental health practitione-rs 
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provided evidence concerning social workers'. increasing performance 
of indirect service activities related to mental health organizations. 
The study further made a clear distinction between the social workers' 
position in the.public sector as oppo~ed to the private sector. Social 
workers in private settings provided treatment as ~heir primary 
activity. Social workers in public settings provided treatment as a 
secondary activity to their primary involvement in program planning, 
administration, supervision, training, and consultation. 
During the 1960s, in both community mental health centers and 
state hospitals, a new practice· trend developed among social workers, 
due to the manpower squeeze. One answer to this shortage was to 
sidestep the tradition that only professionally-trained social workers 
with a Master of Social Work degree could assume positions in the 
mental health field. This was done by employing work~rs trained only 
at the Bachelor degree level in direct service positions. The effect of 
this trend was to push the professionally-trained social wo.rker into 
supervisory and training positions for the paraprofes~ionals. It also 
freed other professionals to move into administrat~ve and planning 
positions within the community mental health service deli very systems. 
Barker and Briggs (1968) pointed out that studies demonstrate that 
there ha-&· been no drop in the quality of service when paraprofessionals 
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and prof~ssionals work together. This has been especially true when 
paraprofessionals have had good undergraduate preparation, or when 
there has been an adequate inservice training pro'gram. 
The uti~ization of paraprofessional workers in ment~l health was 
not limited to those at the Bachelor degree level. Starting in the mid-
1960s and continuing into the 1970s, community colleges, supported by 
funds from the National Institute of Mental Health,· developed 
programs to offer an Associate of Arts degree in mental health (Teare 
and McPheeters 1972). There was also the phenoin:enon of the 
. . 
"indigenous practitioner"'. who may have had no a·pecific educational 
background,-. but through experience or natural ability is effective in 
working with ·patients. 
The trend of social workers becoming increa~ingly involved in 
indirect service positions continued in the 1970s. .However, this was 
true only of the professional level social workers, as paraprofessionals 
continue~ to be primarily involved in· direct services. A 1972 study 
(Barker 1972) suggested that M. S. W. s~cial workers were more 
involved in directing rather than providing s~rvice, while B. A. social 
workers were more likely to be providing direct services under the 
supervision of a M. S. W. social worker. 
Briggs (1973, p. 28) has contended that during the 1970s, "The 
graduate-trained social worker will bec.ome a middle manager, team 
leader, supervisor, or staff developer, or a high-level specialist-
consultant-planner in social problem areas (e.g., aging, family 
·integrity, or mental health)." Thi's projection is substantiated by a 
1973 Canadian survey (~adushin 1974) of M. S. W. social worker~, 
" 
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which revealed that over half were employed-in adl'.nini strati ve, 
supervisory, consultative, or other non-direCt service positions. 
It might be said that, due to the community mental health 
movenien~, social workers came of age as autonomous professionals 
in the mental health field. In a 195 7 study of role relations in mental 
health professions (Zander, Cohen, and Statland 1957), it was noted 
~hat even though social workers wanted more responsibility in mental 
health services, they r~adily accepted their status as an ancillary 
.. 
group to psychiatry. In contrast, Mueller and James {1972, p. 179), 
in their 1968 study of social workers in mental health services, 
reported that Master's level social workers " ••• assumed a degree of 
autonomy in making professional decisions," and that "· •. they tended 
more clearly to reject (in contrast to Zander' s finding) psychiatric 
domination, in the mental health field. 11 
III. COMMUNITY MENTAL HEALTH, 
SOCIAL WORK MANPOWER, .AND 
SOCIAL WORK EDUCATION· 
There is extensive literature available on community mental 
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health practice and considerable literat~re which addresses issues of 
social work manpower and' social work education.; To this date, 
however, not a great deal has been written which focuses on the 
intersection of these two areas of concern; that fa,. on the relationship 
of social work practice in the field of community .mental health and 
social work education designed to meet the manpower needs of this 
field. The re searchers found, however, that much of the general 
literature concerned with manpower and education was quite relevant 
to a consideration of this relationship. Their review of this material 
subsequently led them to nine issues which seemed to have 
implications for the development of social work training programs in 
the field of community mental health. 
Role Diffusion and Professional Differentiation 
in Community Mental Health 
There i~ evidence (Rosenblum and Hassol 1968; Gottesfeld 1972) 
that' practice in the field of community mental health has resulted in a 
blurring of professional distinctions and a diffusion of practice roles 
between the traditional mental health professions. I~ some areas of 
the country (Santa Clara County 1974), for example, systeI?s of 
generic job Classifications such as Community Mental Health Worker 
I-IV are being p'roposed a~- alternatives to classification systems 
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based_on professional identifications such as Social Worker I-IV. In 
response to these trends, a few generic training programs in 
community mental health (e.g. , Po~ell 1969) have been developed. 
Some authors (Henr.y, Sims, and Spray 1971; Pattison and El per s 
1972; Hilgard and Riecken 1970) have, as a ~esult, concluded that 
traditional professional distinctions will di sappea~ altogether and that 
a fifth generic Tnental health profession should and/or will emerge. 
These predictions, however, have not yet been borne out by any major 
changes in the patterns of manpower develop~ent for this field, 
except at the paraprofessional Associate of Arts level (Dangerfield 
1975). 
It could be argued that these conclusions have not been 
substantiated because they do not take into account the vested interests 
of the professions in continuing existing professional differentiations 
between psychiatry, psychology, social work, and nursing. Such 
differentiations maintain the long-standing patterns of hierarchical 
authority, status, and rewards within the field of mental health 
(Zander, Cohen, and Statland 1957; Barker and Briggs 1968; Pattison 
and Elpers 1972). This professional hierarchy appears (Spray 1968), 
in fact, to have been strengthened rather than weakened by the 
community menta~ health movement, presumably because of the 
dependence of this movement on psychotropic medications which, 
currently, o:p.ly physicians can prescribe. 
On the basis of this argument, the researchers concluded that 
training for professional practice in the field of community mental 
f ' 
hea1th will continue .to be based on existing professional differentiations 
• 
I 
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for some time to come, regardless of role diffusion and other 
practiee trends. 
Manpower Trends and the Social Work Profession 
There has been a tremendous infusion of paraprofessional and 
non-professional practitioners in all social welfare fields in the last 
fifteen years (Te.are and McPheeters 1970, p. 2).- This paraprofes-
sional explosion has been a product not only of the expansion of social 
services, but of changes in manpower utilization (Pins 1971), and the 
. . 
increasing cost of social work professionals (Patti~on and Elpers 
1972) as well. The trend has been particularly true in ~he field of 
community mental health (Levenson and Reff 1970). One concrete 
result (Kadushin 1974) of this explosion has been recognition of the 
Bachelor's level degree in social work as a profe_ssional degree for 
entry level positions by both the National As socia:tion of Social 
Workers {NASW) and the Council on Social Work Education (CSWE). 
Evidence in the community mental health field"(Gottesfeld, Rhee, 
and Parker 1970; Mueller and James 1972), and in ~ther fields of 
social welfare (Kadushin 1974), strongly suggests that Bachelor's 
level social workers, as well as paraprofessionals, perform 
significantly different activities than Master's level social workers. 
The former. appear to be more involved in providing s.ervices, and the 
latter appear to be more involved in directing services (Barker 19 72, 
p. 92). Further, despite increasing interest (Sipori:p 1973) in the 
Doctorate as a social work pr~ctice degree, the ~mphasis of most 
Doctoral programs in social work continues to be on teaching and 
.. 
research and,_ consequently, most social workers possessing 
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Doctora~es are found in these activities {Lowen}>erg 1972a). A result 
of the differing practice demands placed on social work professionals 
. . 
at the three degree levels has been that social work trai.ning at these 
levels has been qualitatively, as well as quantitatively, different 
(Reichert 1970; Schoor 1971; Ripple 1974). 
On the basis of th.e'se manpower and ~ducation trends, the 
researchers ·concluded that the activi~ies of so.cial workers will 
continue to differ with degree level and that, as a c.onsequence, 
professional social work training_ at different degree levels will 
. . 
continue to be qualitatively different. 
Social Work Education and Community Mental Health· 
Until 1969 (Pins 1971), the key organizing principle of social 
worlt education p~ograms was the method of service delivery which 
would be employed by the social worker. Initially, this consisted only 
of casework; later groupwork was added, and by 1962 community 
organizing was recognized as the third practice method. By 1971 
(Gurin 1973, p. 186)', this organizing framework was no longer the 
dominant model. The organization of social work education programs 
by fields of social welfare (e. g. , heal th, employment, corrections, 
mental health) or by practice function (e.g., service delivery; 
supervision and management of services; planning· and development of 
services) appeareC! to be gaining increasing popularity.as alternatives 
to the traditional approach (Ripple 1970; Main 1971). 
The field of practice approach to organizing social work 
education assumes that the knowledge base and expe'riential components 
of pracpce differ from one field of social welfare to another. Many 
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social work training programs (CSWE 1974; e.g., Dunn 1974) have 
been developed in the last several years, with funding from the 
National Institute of Mental Health (Farad and Rapoport 1972), that 
have a~tempted to utilize this field of practice approach with 
community mental health. These programs have been developed on 
the assumption (Powell and.Riley 1970; Wittman 1972) that knowledge 
and practice in this field are, in fact, somehow different from 
knowledge and practice in other fields. How to best define and 
operationalize this uniqueness is still, however, a subject of much 
debate in social work and one in need of research (SREB 19~4a, b). 
On the basi~ of these trends, the researchers concluded that 
spec~alized training programs in the commun~ty mental health 
practice field will continue to be an integral p~rt of social work 
education in the foreseeable future. 
Social Work Education and Social Work PractiCe 
According to Glick and Clinch (1974, p. 1 ), professional 
education is " ..•.• by definition, preparation for practice. " Yet, as 
Glick (1975b, p. 1) has further indicated, "l§ocial wor8 practice and 
education in the past have had nothing to systematically bring them 
together." This has been an issue, both at the physical level (Pins 
1971) in terms of contact and communication between social work 
educators and practitioners, and at the conceptual level (Dolgoff 1974) 
in terms of how practice Cl:nd education are understood a.nd approached. 
. ' 
Thusi social welfare -ls often (Gurin 1973, p. 183; T~are and 
McPheeters 1970) analyzed in terms of the concepts 'of "roles," 
"functions," and "tasks" performed by the practitione.r, while social 
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wo'rk education is most often (Lowenber g and Dolgoff 1971) thought of 
in terms of the concepts of 11 skill" development and growth in 
"knowledge. 11 
Many authors (Glick l 975b; Arkava and ·Brennen 1974; SREB 
l 974a)'have suggested that the lack of congruence between social work 
education and social work practice has had detrimental effects on the 
development. and effectiveness of the profession as a whole. It has 
been argued (~lgoff 1974) that this lack of congruence will continue to 
affect the pr.ofession detrimentally untess social work educators, on 
their part, seek to both increase communication with the practice 
community and to more. effectively integrate practice concepts and 
. . 
educational concepts in designing s.ocial work trai~ng programs. 
On the basis of this argument, the researchers concluded that 
training programs in the field of community mental health, in order to 
bridge the 'gap between education and practice, need to address 
professional practice in the field in terms of the following five areas 
of concern: 
a) Roles which social workers need to be l?repared to assume in 
the field; 
b) Functions within the service deli very systems of the field 
which social workers need to be prepared to carry out; 
. ' 
c) Task~ which social workers need to be prepared to perform 
in the .field; 
d) Skills (including service delivery methods) which social 
~orkers need ~o be prepared to util~ze in this p~actice; 
e) Areas of knowledge which social workers need.to be prepared 
. to apply in this practice. 
. : 
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Social Work Education and the Future 
It has been suggested that one of the detrimental effects of the 
incongruence between social work education and practice is that 
professionals-to- be often receive training that is preparation for 
practice ~s it was year.a .before the student enter.ed school. Thus, one 
social worker (SREB l 974a, p~ 2) _asserted that 11 ••• much social work 
education today is turning its students into living anachronisms ..... " 
Ke~ping pace with changes in practice is, of course, problematic for 
training programs in a~y profession, but this problem seems· to be 
particularly acute in social work (Gurin 1973, PP~· 169, 187). 
This situation is compounded in the field of c~mmunity mental 
health because a considerable lag exists between the .time when all 
mental hea~th professionals begin training and when they are judged by 
the professions to achieve professional autonomy. This period (Heck, 
Gomez, and Adams 1973) ranges from four years for the ACSW 
Certified social worker to nine years for the Board Certified 
psychiatrist. Thus, even a social work training program which is 
designed for the demands of practice in the field at the time the 
practitioner begi.ns training will, at best, prepare the autonomous 
professional to cope with the demands of the field as they were four 
years in the past. 
One alternative to the ex:lsting situation would be to design 
training programs that are focused on the proj'ected demands of social 
work practice in the future. Andrew (1974, p. 3) descri~ed this 
~lternative model, in an article entitled "Forecasting Social Work 
Practice as a Ba'se for Curriculum Development," as follows: 
Ideally, a school of social work should establish a sound 
basis for identifying possible directions of practice in the 
future, for discriminating among these to select the most 
probable directions, and a program of re_search to test the 
techniques these probable directions suggest for practice. 
The' results of that process should then be tr.anslated into 
the curriculum, which means that curriculum planning 
would always be ahead of that which is curren,tl y being 
taught in the classroom and in field practice.· Transfor-
mation of the planning into present educational content 
would occur systematically around a well-worked-out, 
organiz~ng ratio_nale provided by the outcome of the develop-
mental program. 
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Such programs would presumably have a higher likelihood of preparing 
social workers for the actual practice demands of a field of social 
welfare in the future, perhaps even beyond the time 'when profe~sional 
autonomy is achieved. Moreover, such training would have a higher 
probability of-preparing the practitioner to actually help shape the 
future of practice in such fields as community mental health (SREB 
1974b, p. 1 ). Developing an ability to challe·nge present concepts and 
to help shape practice would seem to be a genuine exercise of the 
responsibility of social work education to train practitioners for 
professional leadership (Schoor 1971; SREB l 975a, p. 8; ·Dolgoff 
1 974, pp. 19-20 ). 
The concept of training the future-oriented practitioner has been 
(Longres 1973) described as preparing the functionally-disfunctional 
professional. This position would seem to receive support as an 
appropriate .alternative to present- or past-oriented training from 
authors (Toffler 1970; Kahn 1973} who point to the rapid changes in 
society in general, and the resulting rapid changes which are 
necessitated in the character of social work practice. Some authors 
(Grosser 1973; Specht 1972) have even gone further to. suggest, 
• •
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directly or indirectly, that social work as a profession may disappear 
altogether if it does not become relevant to the demands of the future. 
Thus, _preparing social workers for practice in the future is advocated 
as a critic~! necessity for the profession's very survival. 
Fellin (1974, p. 27), in examining the implications of future-
. : 
oriented .planning for social work education, has concluded that such 
long-range planning is both "· .• possible and desirable for social work 
educatioi:i, and will _facilitate and improve educational decisibn 
making. 11 This author (Fellin 1974, p. 33) furthe_r points out that 
"· .. because it r~quires inputs from the field of practice, the long-
range planning process can serve as a primary link between the 
professional school and the social work profession. 
On the basis of these arguments, the researchers concluded that 
it is not only possible, but becoming increasingly important, to develop 
future-orientetj. social. work training programs in co~munity mental 
health. 
Competency-Based Social Work Education 
The adoption of a competency-based educational system by 
social work has been proposed (Glick l 975a) as one alternative to the 
existing dilemma of the separation of education and practice. Glick 
{1975b, p. ~)suggests that 
The starting point for competency-based education is the 
discipline or profession rather than the teacher or the educa-
tional institution itself. In the case of social work, it is 
clear that [practitioner~ and/or the professional organiza-
tion, in collaboration with schools, must articulate the 
competencies which are necessary ~or practic~ ...• 
This approach to articulating competencies on the basis of practice 
,, 
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seems· particularly appropriate to community mental health as a field 
of practi.ce. Bandler (1972, p. 7), for example, states that "In the 
·health and mental ~ealth service delivery fields, the questions most 
insistently as'ked are: What is the nature and order of tasks ... ? 
What knowl.edge, skilis, and attitudes are necessary to perform these 
tasks?" 
The articulation of competencies necessary for social work 
practice ~n community mental health is complicated by the fact that 
practice in this field :ls not the exclusive province of social workers, 
but of professionals and paraprofessionals from disciplines such as 
medicine, nursing, psychology, and education as well. Evidence 
(Rushing 1964; Mueller and James 1972) indicates that practitioners 
with these or.ientations not only have strong opinions about the practice 
of social workers in th~ field, but also considerable influence in shap-
ing the. character of that practice. 
On the basis of these arguments, the re searchers concluded that 
the development of future-oriented, competency-based social work 
training programs in community mental health requir.es the articulation 
of competencies necessary for practice by practitioners who ~re active 
in this field with both social work and non- social work orienta tio:q,s. 
Social Work Practice and the Future 
Projections in the literature (Pattison and Elpers 1972; Teare 
and McPheeters 1972) a~out future professional practice in the field of 
community mental health have suggested that significant changes will 
: be occurring in· the character of social work practice in this field. 
. .J 
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Wittman (SREB l 974a, pp. 1-2) has emphasized the increasing 
.. 
demand fo.r social workers who can participa~~ in macro as well as 
micro systems, for so.cial workers who not only.know treatment but 
who can also get involved in community organizations and planning in 
this field. More generally, Briggs (1973, p. _28) has suggested that 
.. 
during the 1970s, "· •• the graduate-trained social worker will become 
a middle manager, team leader, supervisor or st~ff developer, or a 
high-level ~pecialist-consul tant-pla~ner in social problem areas. 11 
Recent trends reflecting increased employment of Master's level 
social v.;rorkers in administrative, supervisory, consultative, and 
other non-direct or indire.ct service positions have been pointed to 
(Kadushin 1974; SREB l 974a, p. ii) as evidence supporting these 
latter projections. 
These. forecasts about future social work practice were quit~ · 
thought provoking because they suggested signific~nt changes in the 
utilization of social work manpower in the field of community mental 
health. They were, however, quite general and suggested only broad 
trends in social work practice. They did not provide the specific data 
which would be needed to develop competency-based social work 
training programs. For that matter, the character of present social 
work practice_ in the field of community mental health has not yet been 
clearly delineated with the specific_ity required to bridge the gap in the 
present between education and practice (SREB l 974a), though the work 
of Teare and McPheeters (1969, 1970, 1972) for the. Southern Regional 
Education Board has provided the closest approximation to such a 
comprehensive approach (see a~so Federioo i 973, pp. 143-156). 
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The researchers consequently concluded that while the present 
character of social work practice in community mental health is .likely 
to be changing in the near future, there is presently insufficient 
information to predict the likely directions of that change with the 
specificity an(!. comprehensiveness needed to develop future-oriented, 
competency-based training programs for the field. 
The Generalizing Core of Social Work Practice and Education 
The cc;mcern expressed by the Southern Regional Education 
Board in the opening lines of this the sis has been shared by many 
writers and researchers (Greenwood 19S7; Ark~va-1967; Richan 1973) 
who have attempted_ in the last J:ialf c_entury to determine the boundaries 
of what social workers do, know, and are in orde~ to justify the 
existence of social work as a profession. One cour s·e this effort has 
taken has been an attempt to identify activities which·constitute the 
core of prof~ssional social work practice. Thus,, Pincus and Minahan 
(1973,, p. xi)· state in the development of their model of practice that 
A basic assmnption ... was that regardless of the many forms 
social practice can take,, there is a common core of concepts,, 
skills,, tasks,, and activities which are essential to the prac-
tice of social work and represent a base from which the 
practitioner can build ..•• Such a framework should reflect 
and readily make apparent the essential unity and cohesive-
ness of the profession and provide the basis for a professional 
identity fo.r those who practice social work. 
This has been referred to (st. George-Henry 1974) as the generic 
approach to social work practice. 
Social work educational programs (Ripple 1974,, pp. 39-41; e. g. , 
PSU School of Social Work 1974) have, as a result of these trends, 
t 
often required a core of academic and field experiences for all students 
in order to develop skills and knowledge that will provide a common 
foundation for autonomous social work practice. These core educa-
tional experiences have been generally built around some concept of 
the current or future core of social work practice. Within such a 
framework, training programs for specialization in a field of social 
welfare would presumably reflect not.only this 'generalizing core of 
social work practic;e and education, but also the knowledge and 
practice components which may be idiosyncratic to that particular 
field. 
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On the basis of these concepts, the researchers concluded that it 
should be p·os sible to identify th~ elements of a generalizing core of 
social work practice an4 education in 0e field of ·community mental 
heal th, a core which .could serve as the framework for developing 
competency-based traimng programs for the field. 
Training Priorities and the Generalizing Core 
The Master's degree has historically been tl?-e practice degree 
for social workers (Siporin 197 3 ). The general absence of Bachelor's 
level programs in social work until recent years thus necessitated the 
provision of all training for professional practice within a two-year 
period. This was very little time to prepare and socialize profession-
als and, consequently, graduating social workers were seen (Boehm 
1971) as beginners who learned their trade in the first two years of 
work and who reqUired several more years 'of direct service practice 
to become an administrator or policy planner.· In order to provide the 
additional training needed for supervisory and administrative positions, 
and specialization in fields such as public health (Rice 1962), "third 
·• 
. 
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year"'post-Master' s programs were often developed. 
The recent wide spread growth in Bachelor's level programs has 
sharpened· a long-standing debate {Main 1971} as to whether the 
Master'~ degree should be a beginning practice degree or an advanced 
practice degree. The pre sent trend (Gurin 1973, p. 194) is moving 
. ' 
toward specialized practice at the Master's level. In many schools 
(Lowenb.erg 1972, p. 3.1), this process of redefinition has resulted in 
an" ... emphasis on training Master's degree stu.dents for middle 
level management and supervisory and administrative positions. " It 
has even brm~ght forth proposals ( Bisno 1974) that the Master's 
degree should be virtually eliminated and, as with other mental health 
professions, the Doctorate degree considered the terminal practice 
degree in social work. 
As a result of these trends, Master's degree programs are now 
caught in a transitionary period betwee~ training for beginning ·practice 
and training for advanced or specialized practice, at a time when their 
very usefulness is being seriously challenged. During this period, 
begim;1ing practitioners at the Master's level will pr~sumably need to 
be trained 'in those competencies which will be most fundamental to 
social wor~ practice and thus most basic to the generalizing core of 
practice and education. For advanced practitioners at this level, on 
the other hand, additional emphasis would need to be placed on 
preparation for the competencies characterized by all the activities, 
skills, and knowledge which define this generalizing core. Speciali-
zation in a particular field of social welfare practice would similar! y 
require differ.entiated training priorities within the components of .the 
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generalizing core for that particular field. 
On the basis of this argument, the researchers concluded that 
those elements of the future generalizing core of social work education 
and practice in community mental health which would be considered 
the highest priorities for training beginning Master's degree candid-
ates specializing in this field of.practice. It was further concluded 
that the ·competencies characterized by all other activities, skills, 
and knowledge which define this generalizing co!e could be further 
grouped into priority clusters for training more· advanced candidates, 
depending on previous experience, skills, and knowledge associated 
with higher priority competenci~s .. 
CHAPTER III 
DESCRIPTION OF THE STUDY 
I. STATEMENT OF THE RESEARCH PROBLEM 
The problem addressed by this research study was the need to 
determine appropriate priorities for train ing Master's level social 
workers who will be involved in the field of community mental health 
in Oregon. These priorities were to be determined on the basis of a 
forecast of the future professional practice of social workers in this 
field, both in terms of the roles, functions, and tasks which they are 
likely to be performing in ten years, and in terms of the skills and 
areas of knowledge which they are likely to be utilizing in this 
practice. The parameters of this research problem were established 
by five conclusions of the researchers that resulted from the 
preceding review of the literature. 
Conclusion I: Role Diffusion and Professional Differentiation 
It was concluded that social workers will continue to constitute 
a distinguishable professional group within community mental health 
delivery systems. Therefore, it was decided that research in the 
area of training for this field would need to focus on professional 
rather than "generic" identifications; that is, on the social work 
practitioner rather than on the community mental health practitioner. 
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Conclusion II: Manpower Trends and the Social Work Profession 
It was concluded that the professional practice and professional 
training of social workers possessing a Master's degree is 
distinguishable from the practice and training of social workers with 
other than a Master's degree. Thus, as Bandler (1972, p. 7) 
suggests, research in the area of social work training would need to 
address each degree level separately. As a Bachelor's level program 
will not be formally started at the PSU School of Social Work until fall 
1975, and as there is no Doctorate program, an attempt to conduct a 
comparative study of training priorities for the different degree levels, 
while desirable, would present practical difficulties well beyond the 
scope of a Master's the sis. Therefore, it was decided that the focus 
of the research would need to be limited to the professional practice 
and training of Master's level social workers, as distinguished from 
non-Master's level social workers. 
Conclusion III: Social Work Education and Community Mental Health 
It was concluded that training for professional practice in the 
field of community mental health can be treated as a viable speciali-
zation within social work education. Therefore, it was decided that 
the focus of the research could be limited to training _for social work 
practice in community mental health alone, exclusive of social work 
practice in other field s of social welfare. 
Conclusion IV: Soci al Work Education and Social Work Practice 
It was concluded th at social work training programs need to 
develop greater integration between traditional educational concepts 
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and actual social work practice. It was therefore decided that the 
research would need to be operationalized through exploring both the 
professional practice and educational needs of Master's level social 
workers in the field of community mental health, in terms of the 
roles, functions, and tasks which they perform in this field, and the 
skills and areas of knowledge which they utilize in this practice. 
Conclusion V: Social Work Education and the Future 
It was concluded that preparing social workers for professional 
practice as it is likely to be in the future is a critical function of social 
work education. It was therefore decided that the re search would need 
to be operationalized through forecasting the character of the future 
practice of Master's level social workers in this field. 
Ten years was chosen as an arbitrary point of projection in the 
belief that it was far enough away to encourage creative speculation 
a bout the future, yet near enough to be within the planning horizon of 
most people. This latter concern was related to a desire to reduce the 
impact of the general tendency to apply a "dis count rate" to the future 
(Linstone 1973). This discounting phenomenon is explained as an 
inverse relationship between the separation in time and space of an 
observer from an occurrence and the perceived importance of that 
occurrence. It was also believed that a time framework of ten years 
would be appropriate for generating forecasts which could facilitate 
the development of future-oriented, competency-based social work 
training programs for this field that would have applicability for at 
least several years. 
II. POPULATION 
Selection of the Population 
The population which was selected to address the research 
problem under study was composed of 160 community mental health 
practitioners of both social work and non-social work orientations. 
Collectively, these practitioners were involved in service delivery 
systems for all major target populations of the public sector of 
Oregon's community mental health movement. Members of the 
population were purposefully chosen on the basis of their current 
position in these systems, with a greater emphasis placed on 
practitioners involved in planning, managing, and coordinating 
services, rather than on those involved in actually providing 
services. The selection of this population was based on five 
assumptions, two of which were based on the preceding review of 
the literature concerned with competency-based education, and 
three of which were related to the nature and make-up of the 
commurtity mental heal th movement, both generally and in Oregon. 
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Assumption 1. It was assumed that the most appropriate 
approach to developing a forecast about the future character of social 
work practice in a field of social welfare, and for articulating the 
competencies necessary for this practice, would be to ask social 
work practitioners active in the field. On the basis of this assump-
tion, it was therefore decided that the population of the research 
study would need to include social work practitioners current! y 
involved in Oregon's community mental health movement. 
Assumption 2. It was assumed that professionals and para-
professionals from all the various disciplines involved in the field 
of community mental health would have opinions about the future 
practice of social workers in this field and influence in shaping the 
character of this practice. On the basis of this assumption, it was 
therefore decided that the population of the re search study would 
also need to include community mental health practitioners of non-
social work orientations. 
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Assumption 3. It was assumed that mental health practitioners 
in the private sector will have little influence in shaping the future 
character of social work practice in the field of community mental 
health. This assumption was based on the view that the community 
mental health movem_ent has primarily been an organized response of 
the public sector to provide mental health services. {The public 
sector is composed of agencies and programs of municipal, state, 
and federal governments, while the private sector is composed of 
private clinics and agencies, and professionals acting as private 
entrepreneurs.) This view suggests that while the private sector has 
made many contributions to mental health theory and techniques, it 
has had little significant impact on the actual development and 
organization of community mental health delivery systems. As sum-
ing that this pattern will continue, then the view further suggests 
that practitioners in the private sector can be considered largely 
peripheral to the development of community mental health practice 
in the future. On the basis of this assumption, it was therefore 
decided that the population of the research study could be limited to 
community mental health practitioners in Oregon's public sector. 
An exception was made to this decision in the case of 
practitioners in privately incorporated childrens' treatment centers, 
throughout the state which have been created and funded as mental 
health facilities under spe cific mandate of the Oregon legislature. 
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It was believed that these centers operate for all intents and purposes 
as public agencies. No attempt, however, was made to necessarily 
include practitioners in other private agencies which contract with 
state and municipal bodies to provide mental health services, but 
which operate without such specific mandate. 
Assumption 4. It was assumed that social workers will 
continue to be involved in community mental health service delivery 
systems for a wide variety of target populations and that this will be 
a factor in shaping future practice in this field. This assumption 
grew out of the fact that the community mental health movement, 
from its inception, has been concerned with the provision of services 
to people affe cted by mental retardation and developmental disa bili-
tie s , as well as people affected by mental or emotional disturbances. 
Thi s has been attributed (Black 1967) to the federal legislation 
r e sulting fr om President K ennedy's major policy address on 
community m e ntal health in 1963. In rece nt years, in addition, 
thes e concerns have be e n broadened to include the provision of 
services to p e ople affected by alcohol and drug problems as well. 
In 1973 (Bray 1973), the Oregon legislature specifically 
mandated that counties must provide comprehensive community 
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mental health services for all three of these target populations. Until 
that time (Collins 1974), community mental health programs in this 
state had consisted principally of mental health and child guidance 
clinics for people affected by mental or emotional disturbances, 
backed up by a system of state hospitals. For this reason, social 
workers have historically had a great deal of involvement in community 
programs for the Mentally or Emotionally Disturbed; that is, MED 
programs, while they have had minimal involvement in community 
programs for the Mentally Retarded and Developmentally Disabled; 
that is, MRDD programs, and in programs for people affected by 
Alcohol and Drug Problems; that is, A&DP programs. In the last five 
years, as more publically funded community programs have been 
developed for the latter two populations, social workers have tended to 
remain minimally involved with these groups, and the programs have 
tended to be dominated by community mental health practitioners from 
the fields of education and psychology, respectively. Social work 
participation in these service delivery systems at present, however, 
seems to be on the increase. 
On the basis of these trends, it was assumed that community 
mental health practitioners would continue to be involved in programs 
for all three major target populations of the public sector of the 
community mental health movement in Oregon and that this would be 
reflected in future social work practice. Therefore, it was decided 
that the population of the research study would need to include prac-
titioners specifically involved in A&DP service delivery systems, in 
MED service delivery systems, and in MRDD service delivery systems. 
46 
AH slm1pt:ion 5. It was assumed that community mental health 
practitioners primarily involved in planning, managing, and developing 
services will have more influence in shaping future social work 
practice iii the field than will practitioners primarily involved in 
delivering services. This assumption grew out of the discovery that 
professionals and paraprofessionals involved in the public sector of 
Oregon's community mental health movement presently fall into four 
occupational groupings. The first group consists of practitioners 
employed by the state of Oregon as system and program planners, 
system managers, and consultants to programs for various target 
populations. The second group consists of practitioners employed by 
counties, by the state, and by state mandated and funded private 
agencies as program managers and administrators. The third group 
consists of practitioners employed by the counties as de.velopers and 
coordinators of services for specific target populations. The fourth 
group consists of practitioners employed by the counties, the state, 
and state mandated and funded private agencies as service providers 
and therapists. Because of the small population size of many counties 
in Oregon, it was further discovered that there is often considerable 
overlap between groups two, three, and four in these communities. 
It was found that the memberships of occupational groups one, 
two, and three, while they have grown with program expansion in 
response to federal and state legislation, have been relatively stable 
in their composition. Thus, generally these are practitioners who 
have been involved in community mental health for some time. It was 
further found that there is a relatively high turnover of practitioners 
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in group four, in addition to the growth and frequent changes in this 
group resulting from program expansion. Specifically because of this 
situation, the State Mental Health Division maintains no centralization 
of information on service providers throughout the state, though 
information is available concerning the other occupational groupings. 
The four occupational groups have, as well as differential 
employment trends, differential responsibilities; that is, members of 
groups one, two, and three will be planning and developing future 
services and hiring and supervising personnel. It was therefore 
assumed that both by virtue of relative stability and of position, 
practitioners falling into these groups will have substantially more 
influence on shaping the character of future practice in the field of 
community mental health than those practitioners falling into group 
four. It was therefore decided that the population of the research 
study could be limited to occupational groupings of community mental 
health practitioners primarily involved in planning, managing, and 
developing services. This decision was strengthened by the knowledge 
that a number of practitioners involved in managing and developing 
services, and primarily in the latter group, would also reflect the 
opinions of practitioners involved in providing services. 
Composition of the Population 
The number of active practitioners in occupational group one was 
found to be 46, based on a current employee roster of the State Mental 
Health Division. The nurn.be r of active practitioners in occupational 
group two was found to be 48, based on records of the Division 
concerning county community mental health programs, state hospitals, 
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and state-funded childrens 1 residential and day treatrrient centers. 
The number of active practitioners in occupational group three was 
determined to be 66, based on information provided by the Division's 
Regional Specialists. In terms of absolute representation in the 
population, it was decided that the larger number in occupational 
group three was appropriate because two points of view actually were 
being represented by this group; that is, views of both service 
developers and providers. Thus, the total population consisted of 
160 community mental health practitioners who, as a group, were 
primarily involved in planning, managing, and developing services. 
In terms of target population groupings, A&DP programs were 
the concern of 39 of these practitioners, MED programs the concern 
of 43, and MRDD programs the concern of 33. In addition, services 
for all populations were the concern of 45 of these practitioners. In 
terms of orientation, 49 members of the population were trained as 
social workers, all at the Master's level, and the remaining 111 non-
social work practitioners were professionals and paraprofessionals 
trained in psychiatry, psychology, nursing, education, and business 
administration, as well as non-professionals with no specific training. 
Thus, the requirements established by assumptions 1, 2, and 4 were 
all fulfilled by this population. A picture of the population comparing 
occupational groupings, target population groupings, and professional 
or paraprofessional orientation can be found in Tables I, II, and III. 
In terms of sex, 105 members of the population were male and 
45 female. Of the female practitioners, 14 were iri occupational grbup 
one, 3 in group two, and 28 in group three. The number of female 
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practitioners concerned with A&DP and MED programs were 
approximately the same (11 and 13 respectively), while approximately 
40 percent more were involved in MRDD programs (17). In terms of 
geographical orientation, 94 of the members of the population were 
concerned with the provision of services to predominantly small town 
and rural areas, 11 to predominantly metropolitan areas, and 55 to a 
mixture of both types of areas. This distribution was not surprising, 
for though nearly half of Oregon's population is located in the three 
metropolitan areas of Portland, Eugene, and Salem, Oregon is 
primarily a rural state in terms of land mass. 
TABLE I 
COMPARISON OF OCCUPATIONAL GROUPINGS AND 
PROFESSIONAL OR PARAPROFESSIONAL ORIENTATION 
IN THE POPULATION 
Occupational Groups 
Orientation Planning Managing Developing 
Social Work 13 17 19 49 
Non-Social Work 33 31 47 111 
46 48 66 Totals 
N=l60 
TABLE II 
COMPARISON OF TARGET POPULATION GROUPINGS AND 
PROFESSIONAL OR PARAPROFESSIONAL ORIENTATION 
IN THE POPULATION 
Target Population Groups 
Orientation All A&DP MED MRDD 
Social Work 16 3 28 5 
Non-Social Work 29 36 15 28 
4 5 39 43 33 
TABLE III 
COMPARISON OF OCCUPATIONAL GROUPINGS AND 
TARGET POPULATION GROUPINGS 
IN THE POPULATION 
Occupational Target Population Groups 
Groups All A&DP MED MRDD 
Planning 8 12 14 12 
Managing 37 2 6 3 
Developing 0 25 23 18 
45 39 43 33 
49 
111 
Totals 
N=l60 
46 
48 
66 
Totals 
N=l 60 
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III. METHODOLOGY 
The problem under study was re searched through use of a 
design that facilitated classification of the components of a projected 
generalizing core of social practice and education in the field of 
community mental health in ten years. This generalizing core was to 
be defined in terms of the five variables of the roles, functions, and 
tasks which are likely to be performed by Master's level social 
workers in this field, and the skills and areas of knowledge which 
are likely to be utilized in this practice. The components of this 
core were to be determined on the basis of consensually validated 
group judgments by the participants in the study. The classification 
of these components was to result in ranked clusters within the group 
of projections for each variable. These clusters would suggest the 
priorities for training Master's level social workers specializing in 
this field, while the total body of data would provide a foundation for 
developing a future-oriented, competency-based social work training 
program in community mental health. 
A modified Delphi forecasting technique was used as the model 
for the research design, and nine research questions were addressed 
in the course of the study' s implementation. A three-part survey was 
employed as the data collection framework. Data analysis consisted 
of analyses of content, of response frequencies, and of tenacity rates 
of certain subgroups within the population. 
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The Delphi Technique 
The Delphi forecasting technique (so-named after the Oracle of 
Delphi) was originally developed by researchers at the Rand Corpora-
tion as a consensus formation procedure. They sought to reduce the 
negative influence of certain psychological and interpersonal factors 
{Dalkey, et al. 1972, p. 19) common to more traditional methods for 
achieving consensus, such as round table discussions. Research 
evidence (Rasp 1972, p. I) indicates that "· .. often a consensus 
arrived at in ~raditionaM fashion does not reflect the full partici-
pation of all members of the group and may be weakened to the degree 
that this is true." Of particular concern are distortions of consensus 
related to the influence of dominant individuals (Maier 1967) and to 
group pressure for conformity (Asch 1958). The Delphi technique, as 
proposed by its designers {Helmer and Rescher 1959, p. 47), 
eliminates the need for face -to-face group activity altogether and 
..• replaces direct debate by a carefully designed program 
of sequential individual interrogations (be st conducted by 
questionnaires) interspersed with information and opinion 
feedback derived by computed consensus from earlier parts 
of the program. 
The technique was initially utilized as a predictive tool for 
achieving consensus among panels of experts concerning forecasts 
about future technological developments. Subsequently, however, it 
has been used (Cyphert and Gant 1970) in predictive studies concerned 
with topics as diverse as future developments in international 
relations and educational planning. In this latter area, the technique 
has been widely employed (Judd 1972) in the last eight years for 
developing educational goals and objectives for curriculum and campus 
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planning and for the development of evaluation criteria. One author 
(Weaver 1971, p. 270) has suggested that, although the technique was 
intended as a forecasting tool, one of its more promising applications 
in the field of educat ion is as " ... a planning tool which may aid in 
probing priorities held by members and constituencies of an 
organization. 11 
As a research method (Judd 1972, p. 1; cf Dalkey, et al. 1972, 
p. 20), the Delphi technique has been generally characterized by 
"· •• 1) anonymity of response; 2) multiple iterations; 3) convergence of 
the distribution of answers; ~n~ 4) a statistical group response 
(median, interquartile range) preserving intact a distribution that may 
still remain wide. 11 As Judd (1972, pp. l, 3) has noted, however, the 
technique is not an 11 ••• unchanging approach to problem solving about 
the future," and " ... there is no single monolithic structure to th e 
Delphi technique. 11 Thus, significant modifications of the te chnique 
have been made by various researchers. A modification of inter e st to 
this present study was developed at the University of Virginia to 
identify and reach consensus on educational goals for the School of 
Education. Though three of the four previous! y-mentioned features of 
the technique were maintained in this research (Cyphert and Gant 1970, 
p. 421), it differed significantly from earlier studies utilizing Delphi 
in that 
1) the technique had usually been used with groups of 50 or 
fewer respondents rather than with the 400 involved in the 
present survey; 2) most of the participants in prior studies 
have felt some greater degree of expertise in the field being 
surveyed than did participants in this study; 3 ) ..• the tech-
nique has generally been used to produce what will happen 
rather than to seek agreement on what should happen; 
4) consensus in this study was defined as the mode of dis-
tribution of r a t i ngs on each goal where most other stu dies 
... have defined consensus as the interquartile range. 
The population for the Virginia study (Cyphert and Gant 19 70, 
p. 420) was purpos i vely selected on the assUITiption that"· .. what 
those persons in positions of influence believe will happen or should 
happen is the be st indication of what actually wili occur in the near 
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future. 11 They were surveyed through use of a series of four question-
naires, the first of which was utilized to generate goal statements. 
These statements were rated and re-rated during the next three rounds 
on a five -point scale representing low to high priority as a goal. 
Between the second and third, and third and fourth rounds, the 
responses were processed by computer to determine the distribution 
and mode of the priorities assigned to each item. The researchers 
(Cyphert and Gant 1970, p. 423) found that " ... virtually all (99 per-
cent) of the respondents' change in opinion from their initial rating of 
the items occurred on questionnaire 3, which informed them of the 
initial consensus reached by the total group .... 11 This led them to 
question the need for a fourth questionnaire. 
Cyphert and Gant (1970, p. 421) found that a greater percentage 
of their panel was lost on the first round than in all other rounds 
combined, which they concluded was in part due to the decision of lay 
participants that they had insufficient expertise in this area . As Judd 
(1972, pp. 8-9) points out, 
The original doctrine of Delphi panel composition, aimed 
as it was at technological forecasting, called for a small 
panel of highly regarded experts who were compensated for 
their services •. . The use of nonexpert and noncompensated 
panel members introduced a new dimension into the Delphi 
technique •.. one of the hazards of depending on a broadly 
representative panel selection is that the loss in panel par-
ticipation may vitiate the careful attempts to avoid inbreeding, 
and the Delphi exercise winds up with participants who are 
not broadly representative of the larger public that was 
sought ... 
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Thus, a potential problem r e lated to composition and management of 
the expert panel is i nhe rent in the Virginia modification of the Delphi 
technique. 
A further refinement of the University of Virginia's research 
design was made in a study (Rasp 1972) conducted by the Office of the 
Superintendent of Public Instruction of the State of Washington. The 
purpose of this study was to identify desired outcomes for the public 
schools of Washington, w hich would serve as a basis for a statement 
of educational goals. A representative sample of 866 people through-
out the state was surveyed. This study differed from the Virginia 
survey on three dimensions, as follows: 1) the size of the population 
was doubled; 2) a six-point rather than a five-point scale was used for 
rating items; and 3) only three questionnaires were developed rather 
than four, following Cyphert and Gant' s conclusion that a fourth round 
was unnecessary. Otherwise, the research design and data collection 
framework was virtually identical to that utilized in the earlier study. 
Re sear ch De sign 
It was decided that the modified Delphi technique developed by 
the University of Virginia and further refined by the State of Wash-
ington provided an appropriate research de sign for addressing the 
problem being studied in this thesis. Choice of this technique was 
based upon its congruence with five assumptions which had been made 
by the researchers that established the parameters for the research 
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design of the study. Four of these assumptions were based on the 
preceding review of the literature, while one assumption was related 
to the concept of group judgment. 
Assumption 1. It was assumed that in ten years the professional 
practice of Master's level social workers in the field of community 
mental health will differ in some degree with present social work 
practice in this field. Further, as no single study could be found 
which specifically and comprehensively delineated the present 
professional practice of social workers in this field, there was no 
adequate baseline that could be provided to participants for basing 
their forecasts on how practice would differ from the present. It was 
therefore decided that the research design would need to facilitate the 
generation of a comprehensive data base of projections about the 
future professional practice of Master's level social workers in 
community mental health. 
Assumption 2. It was assumed that in ten years the professional 
practice of Master's level social workers in the field of community 
mental health will require the performance of some roles, functions, 
and tasks and the utilization of some skills and areas of knowledge 
more frequently than others. Thus, as evidence in the literature 
suggested that Master's level social workers as a group presently, 
for example, occupy some roles more frequently than others, it was 
assumed that this pattern will be likely to continue in the future. 
Moreover, it was believed that the likely frequency of occurrence is 
an :important determinant of the exact character of this future prac-
tice. Therefore, · it was decided that the research design would need 
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to facilitate the individual rating of items in the data base by likely 
frequency of occurrence for Master's level social workers involved in 
this field in the :foture. 
Assumption 3. It was assumed that in any group of forecasters 
there will be greater agreement on some predictions about the future 
than there will be on others and, consequently, on some predictions 
a group judgment is likely to be made, while on others no such 
judgment will or can be made. This assumption was based on an 
under standing that each individual's judgment in pre dieting the future 
is shaped by a multitude of unknown variables. Thus, it is reasonable 
to expect that the amount of agreement and disagreement on predic-
tions about the future among any group of individuals will vary with 
the composition of the group and the nature of the events being 
predicted. 
The nature and amount of disagreement on such predictions has 
significant implications for determining when a group judgment on a 
prediction can be said to have been made. Thus, . Dalkey, et al. 
(1972, p. 57) suggest that necessary conditions for determining the 
existence of a group judgment are the absence of the following 
situations: 
If the distribution of group responses ... is flat, indicating 
group indifference, or if it is u.:.shaped, indicating either 
that the question is being interpreted differently by two sub-
groups, or there is an actual difference of assessment by 
the two subgroups, then it seems inappropriate to assert 
that the group considered as a unit has a judgment on that 
question .... More generally, if members of the group do 
not utilize the information in reports of the group response 
on earlier rounds when generating responses on later rounds, 
it seems inappropriate to consider these responses as 
judgments. 
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It would follow from this argument that if there is unipolar agreement 
among a group on a prediction about the future, and if there has been 
change and convergence of opinion on iteration, the strength of 
consensus can be considered a measure of the face validity of the 
projection as a group judgment. On the basis of the preceding 
assumption, it was therefore decided that the research design would 
need to facilitate assessment of the amount and nature of agreement 
on frequency ratings of individual items in the data base to determine 
whether it is appropriate to consider that group judgments have been 
made on projections about the future practice of Master's level social 
workers in community mental health. 
Assumption 4. It was assumed that in ten years, some activities 
of Master's level social workers in the field of community mental 
health will define a core of social work practice in the field, and some 
skills and areas of knowledge utilized in this practice will define a 
core of social work education for this field. It was therefore decided 
that the research design would need to facilitate identification of the 
components of the future generalizing core of Master's level social 
work practice and education in the field of community mental health. 
Assumption 5. It was assumed that preparation in some 
components of this future generalizing core would constitute higher 
priorities than others in social work training programs at the 
Master's level in community mental heal th. It was therefore 
decided that the research design would need to facilitate the classi-
fication of the components of this generalizing core in terms of 
priorities for training beginning and advanced Master's degree 
candidates specializing in this field of practice. 
Choice of the Delphi Technique. The modified Delphi fore-
casting technique, which was previously described, completely 
satisfied the five requirements for the research design resulting 
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from the preceding assumptions. First, the first round could be 
utilized to generate a comprehensive data base of projections about 
the future professional practice of Master's level social workers in 
community mental health. Specifically, this data base would delineate 
and establish the boundaries for all the possible roles which they 
might be occupying, functions which they might be carrying out, and 
tasks which they might be performing in ten years, as well as skills 
which they might be utilizing, and areas of knowledge which they 
might be applying in this practice. 
Second, the second round could be utilized to rate the individual 
items in the data base by likely frequency of occurrence for Master's 
level social workers involved in cornmunity mental health in the 
future. Specifically, the items would be rated in terms of the 
projected frequency of performance of the role, function, or task in 
ten years and in terms of the projected frequency of utilization of the 
skill or area of knowledge in this practice. 
Third, the dis t ribution of responses on the second and third 
rounds could be utilized to assess the amount and nature of agreement 
on frequency ratings of i ndividual items :in the data base to determine 
whether it is appropriate to consider that group judgments have been 
made on projections about the future practice of Master's level social 
workers in community mental health. Specifically, the movement 
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School of Education. In the Washington study, the purpose was to 
determine educational outcomes of the public schools in terms of the 
performance of each student. Both studies thus sought to determine 
what the participants in the research believed should happen, through 
asking them to rate items on a scale of low to high priority. 
The purpose of the present study was to determine training 
priorities for Master's level social workers in terms of the future 
character of their practice in the field of community mental health. 
The interest of this study was therefore in what will happen; that is, 
in what social workers will be doing in the opinions of community 
mental health practitioners, rather than in what they should be doing 
or should be trained to do. Thus, it had been decided that the use of 
the Delphi technique as a forecasting tool for projecting the future, as 
it was originally developed, was more congruent with the purposes of 
this study and with the five requirements for the research design than 
was its use as a goal-setting tool for directly determining priorities 
of the participants. Consequently, participants were to be asked to 
rate items on a scale of frequency of occurrence, rather than on a 
scale of priorities. 
Research Objectives 
The objectives of this study were to provide answers to nine 
research questions. 
1. What roles, functions, and tasks do current practitioners in 
the public sector of Oregon's community mental health movement 
believe that Master ' s level social workers will be performing in this 
field in ten years? 
2. What skills and areas of knowledge do these practitioners 
believe that Master's level social workers will be utilizing in this 
practice? 
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3. What roles, functions, tasks, skills, and areas of knowledge 
do these practitioners indicate will define a generalizing core of social 
work practice and education at the Master's level in the field of 
community mental health in ten years? 
4. How would the components of this future generalizing core 
cluster into ranked groups within each category that would suggest 
priorities for training Master's level social workers specializing in 
community mental health as a field of practice? 
5. Which groups within the population are most tenacious in 
holding to their views? 
6. Do social workers and non- social workers among these 
practitioners view the components of the generalizing core differently? 
7. Do social workers and non- social workers among the 
practitioners view the components of the training priority clusters 
differently? 
8. Do the occupational groups among these practitioners 
composed of a) planners and consultants; b) program managers; and 
c) developers and coordinators view the components of the general-
izing core different! y? 
9. Do the three occupational groups among the practitioners 
view the components of the training priority clusters differently? 
Data Collection 
The framework for collecting data for this study was similar to 
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that used in the Washington study. A three-part survey was thus 
conducted. The first questionnaire was open ended, requesting 
participants to consider and describe the activities of Master's level 
social workers in community mental health in the decade 1975-85. 
The second questionnaire was then developed from the responses to the 
fir st through a process of editing. 
On the second round, participants were asked to rate roles, 
functions, and tasks in terms of what they believe will be their 
frequency of performance by Master's level social workers in this 
field in ten years and, in like fashion, to rate skills and areas of 
knowledge in terms of frequency of utilization. As in the Washington 
study, a five-point scale was used. The scale ranged from very low 
frequency to very high frequency of occurrence. Responses from the 
second r'ound were tallied by computer to determine the mode, mean, 
and frequency and percentage distributions on ratings of individual 
items. 
As in the other two studies, the modal responses on round two 
were reported b a ck to participants as part of the third questionnaire, 
together with their original ratings. They were asked on this third 
round to reconsider their projections based on the information about 
the modal responses. Otherwise, questionnaires two and three were 
identical. Data was again processed by a computer to determine 
modes, means, and distributions on this final round of data collection. 
Data Analysis 
The content of the data collected in rel.ind one was analyzed as 
part of the editing process for constructing the questionnaire for use 
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roundtwo. AsJudd(l972, p. IO) points out, 11 ••• oneoftheleast 
understood areas of Delphi practice is the editing or content analysis 
phase of treating responses from panel members in round one. 11 Thus, 
while the intent of the researchers was to insure that this content 
analysis was as rigorous and exhaustive as possible, little could be 
anticipated at the outset of the study as to the exact form this analysis 
would take. The products of this work were lists of roles, functions, 
tasks, skills, and areas of knowledge which participants believed 
Master's level social workers would be performing and utilizing in the 
community mental health field in ten years. 
The data collected on round two, in addition to being utilized in 
the construction of the questionnaire for round three, was al so used to 
determine the amount of change between rounds two and three. The 
mean number of response changes and mean amount of percentage 
increase in agreement on the modal responses were determined. In 
addition, the tenacity rate, a statistical measure developed by Rasp 
(1972), was computed for certain subgroups to determine which were 
more tenacious in holding to their views between round two and round 
three. 
The data collected on round three was first used to determine the 
items on which no group judgments were made, through analyzing the 
distribution frequencies and percentages of responses on individual 
items. The scale was dichotomized into two points: responses falling 
on the mid-point and low nodes on the one hand, and responses falling 
on the two high nodes on the other. Response distributions on either 
the 1-2-3 side or the 4-5 side of the scale which constituted more than 
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60 percent of the total number of responses, and on which the 
distribution was unipolar; that is, toward the mode, were said to 
exhibit consensus on a group judgment for the item. This 60 percent 
figure was chosen arbitrarily. If the distribution was bipolar, then it 
was said that there was clear group disagreement on the item. A flat 
response distribution was taken as a sign of no group judgment based 
on these criteria. Responses of subgroups were similarly analyzed. 
The data collected on this round was next used to define the 
generalizing core of Master's level social work practice and education 
in the field of community mental health in ten years. Items on which a 
group judgment was made and on which there was a modal response 
rating of 4 or 5 were considered components of this generalizing core. 
The researchers assumed that the stronger the consensus on the item, 
the greater the confidence with which the item could be treated as a 
consensually validated component of this generalizing core. Responses 
of subgroups were likewise analyzed. 
The third use of data collected on round three was to classify the 
components of this generalizing core into ranked groups within each 
category that would suggest priorities for training Master's level 
social workers specializing in the field of community mental health. 
The mean response on an item, which was more sensitive than the 
mode to the overall distribution of responses, was utilized in this 
analysis. Items in a category which had an identical or close mean 
response were cons i dered clusters, and clusters with the highest 
mean responses were considered the highest training priorities, with 
other clusters following by rank order. In general, clusters with 
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means over 4 were considered the highest training priorities, as they 
indicated high agreement in the direction of the top of the scale. The 
use of the mean in this manner was an arbitrary decision based on the 
need to present the data in some coherent format that would suggest 
priorities. Responses of subgroups were similarly analyzed. 
Finally, a content analysis of the projected generalizing core of 
social work practice and education in this field in ten years was carried 
out, as well as a content analysis of the priority clusters for training 
Master's level social workers specializing in the field. In this content 
analysis, subgroup differences were taken into account. The analysis 
considered the implications of the study for suggesting the future 
character of social work practice in community mental health, and the 
implications for curriculum and educational planning in this field. 
Projections which have been made by manpower analysts and social 
work educators on these same topics were also considered in this 
analysis. 
IV. IMPLEMENTATION 
Feasibility Stra tegies 
Five major strategies were adopted in order to increase the 
feasibility of s ucce s sfull y implementing the re search de sign. 
Considerable time and effort was expended on this aspect of the 
study, some three to four months altogether, as compared to six 
months for the actual data collection. 
The first strategy was to become an officially .sanctioned 
project of the Portland State University School of Social Work. It 
was believed that with this sanction, the study would have greater 
credibility with the wide range and number of participants involved. 
Consequently, a proposal describing the study was presented to the 
faculty of the School's Community Mental Health Project, who 
adopted it as an integral part of the evaluation design for the first 
year of the Project. Additional sanction was secured from the Dean 
of the School. 
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The second strategy was to secure the support and cooperation 
of the State Di vision of Mental Health while, at the same time, 
remaining an autonomous project of the School. This concern 
stemmed from an understanding that the relationship between th e 
State Division and the county community mental health programs was 
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at once a partnership and an adversary relationship. Thus, the 
possibility existed that the study would receive less cooperation from. 
the county employees if it were an official project of the Division. At 
the same time, it was equally important to insure that the proposed 
research would not duplicate any on-going studies being conducted by 
the Division. Fortunately, the Division's staff viewed the present 
study as complementary to their interests and subsequently offered 
the researchers financial and clerical support. 
The third strategy was to plan an approach to each of the sub-
groups within the population of the study that would facilitate the 
maximum amount of cooperation and participation from these 
comrnunity mental health practitioners. The approach to the 
employees of the Division was to secure the approval and support of 
the Division's Administrator. The approach to the county community 
mental health Program Directors was to discuss the project with the 
President of the Program Directors' Association. The approach to 
the state hospital Superintendents was through the Regional Directors. 
The approach to the child treatment center Directors was again 
through the President of their Association. Finally, the approach to 
the county developers and coordinators was through the community 
mental health Program Directors, who were asked to request the 
cooperation of their respective staffs. 
The fourth strategy was to maximize the personal contact of the 
researchers with the participants in the study. In the Division, this 
was accomplished by personal presentations to nearly all of the staff. 
For the county Program Directors, a presentation was made during 
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their annual meeting. Personal contact had been established several 
months earlier with many of the childrens' treatment center Directors. 
Formal personal contacts were not made with either the hospital 
Superintendents or the county developers and coordinators. 
The fifth and final strategy was to provide a maximum number of 
participants with a written de"Scription of the study. Thus, a four-page 
explanation of the background, purposes, sanction, research design, 
proposed implementation, and potential usefulness of the study was 
written. This was personally made available to all Division employees 
and some Program Directors and was mailed to the other county 
Directors, Superintendents, and childrens 1 treatment center Directors. 
Program Directors were asked to make the description available to 
their staffs. 
Instrument Development 
Round I. The development of the open-ended questionnaire for 
round one was fairly straightforward. As Judd (1972, p. 3) explains, 
" ... the usual first step ina Delphi forecastQ.SJ that of asking the 
panel to generate responses that are not structured beyond being 
responsive to a general question •... " It was decided that four 
general questions would be asked to facilitate gathering projections 
about the future practice of social workers. These were: 
a) What jobs do you think Master's level social workers will be 
performing in Oregon's community mental health system in 
the decade 1975-1985? 
b) What tasks do you believe will be involved in these jobs? 
c) What areas of knowledge do you believe a social worker will 
need to be familiar with to carry out these jobs? 
d) What skills do you believe will be needed to carry out these 
jobs? 
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The decision to organize the questionnaire around the concept of 
jobs, rather than around the concept of roles and functions, grew out 
of a belief that the latter two terms were too abstract and global to 
produce useful data on this fir st round. In addition, it was thought that 
the concreteness of the concept of jobs would encourage participants to 
be more specific. It is interesting to note that Andrew (1974, p. 8) 
used a similar rationale to explain the use of task as opposed to 
function in her abbreviated Delphi study about future social work 
practice. This decision was further corroborated by the conclusion of 
Scheibe, Skutsch, and Schafer (1975, p. 360) that 11 ••• the tendency 
towards upward drift in generality can be minimized if Delphi 
participants are first asked to work at a more specific level." 
Each question was accompanied by a request to follow a 
prescribed format in responding. These formats were illustrated 
with three or more examples to encourage some uniformity in the 
return of answers. Thus, participants were requested to give a brief 
behavioral description of the job, including both role and organization; 
to state both the action and purpose of a task; to designate areas of 
knowledge as theories, principles, concepts, methods, or factual 
information; and to identify both large categories of skills and 
component skills within each category. 
The fir st questionnaire was accompanied by instructions which 
had several functions. First, the instructions described the purpose 
and design of the questionnaire. Second, they provided definitions of 
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the terms; that is, of job, task, area of knowledge, and skill, as they 
were being utilized in the questionnaire. Third, they requested 
participants to be as specific as possible and to list as many items in 
response to each question as possible. Fourth, they established a 
frame of reference for the questionnaire in the future. Linstone and 
Turoff (1975, 1. 677) stress the vital importance of this step of 
"bringing the participants into the future" in order to minimize the 
discounting which is common to projections about the future. 
Consequently, the instructions requested that the participants think 
about the community mental health system in Oregon in 1975-85 in 
terms of its structure and organization, the needs and problems it 
will be addressing, and the programs and services it will encompass, 
and then to project the jobs which Master's level social workers may 
be performing in this system. 
A cover letter was enclosed with the questionnaire which 
described the background, purpose, and population of the study and 
the sequencing of rounds. The questionnaires were coded to preserve 
anonymity of participants' responses. The mailing of this three-page 
questionnaire, together with stamped, self-addressed envelopes, was 
staggered over a period of several weeks between October 14 and 28, 
1974. 
Round II. The development of the instrument for this round 
required considerably more time than had been anticipated, a period 
of over two months. This experience confirmed Judd's (1972, p. IO) 
observation that, "Clearly the magnitude of the editing process 
following a traditional round one is much larger than generally 
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realized. 11 The considerable time involved was a direct result of the 
need to re duce a great amount of information from the fir st question-
naire to the proportions of a manageable instrument. Ultimately, the 
second round had to be conducted with two separate questionnaires to 
accomplish this objective. 
The process which was followed for compiling and editing the 
responses to each of the four questions on the first round was 
essentially the same. All the responses to a question were initially 
written on a large sheet of butcher paper, eliminating only obvious 
duplications. The subsequent collapsing of this information into a 
finite number of questionnaire items then followed four general 
principles. The first principle was that each item should be generic. 
This assumed applicability to any target population (A&DP, MED, 
MR DD), any service category (inpatient, day treatment, outpatient, 
emergency, consultation, and education), and any organizational level 
(city, county, regional, or state agency). The second principle was 
that each item should be well defined, independent, and discrete. 
The third principle was that each category (role, function, task, skill, 
areas of knowledge) should be as exhaustive and comprehensive as the 
data indicated. The fourth and final principle was that the overall 
instrument should be internally consistent, both within and between 
categories. In two catP.gories, tasks, and areas of knowledge, there 
were large numbers of :it e n1S and, consequently, an attempt was 
further made to organize the data into logical groups for presentation. 
This process of collapsing the responses to the first questionnaire 
required a minimum of four separate editing rounds for each category. 
73 
Responses to the question about future jobs were utilized to 
develop items both for the role and function categories . These were 
developed by recognizing that any one job is likely to require the 
performance of several roles (Teare andMcPheeters 1970), andthat 
any one function would encompass many jobs . The resulting list of 
roles were alphabetized to prevent skewing the data, and examples of 
jobs which would involve the performance of the particular role 
accompanied each item. The resulting list of functions was subdivided 
on the basis of the target populations which would be the focus of jobs 
related to that function. Examples of roles which would be associated 
with each function accompanied the items. The list of functions was 
alphabetized, as were the items into which each function had been 
divided. 
For the task category, the process of developing generic, well-
defined statements which eliminated reference to a specific target 
population, service category, or organizational level was indeed 
formidable. In this process, it became apparent that it was very 
difficult to make generic statements which encompassed both direct 
services (for individuals and groups) and indirect services (organiza-
tional and system concerns). For example, it seemed inappropriate, 
because of the generally perceived divergence of outcomes , to speak 
of planning a strategy for intervention with individuals and groups as 
the same activity as planning a strategy for i ntervention in an 
organization or system. 
Twelve classifications, loosely based on the problem-solving 
process, were utilized to organize the list of tasks resulting from the 
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editing process. These were: Identification; Data Collection; 
Analysis; Assessment; Planning; Implementation: Organization and 
Development, Education and Training, Service Delivery, Consultation, 
Program Management, Systems Maintenance; and Evaluation. This 
schema was chosen arbitrarily to facilitate presentation of items in 
the questionnaire in a more conceptually coherent format than simply 
listing them. It was not necessarily intended to reflect any organiza-
tion.al schemas for the data suggested by participants. These 
classifications were alphabetized in an attempt to eliminate any 
possible biasing of responses on the second round which might result 
from use . of this schema. The items within each classification were 
in turn alphabetized, and when :it seemed appropriate or necessary for 
clarification purposes, examples accompanied the :items . 
For the skill category, the participants' responses were 
similarly collapsed into generic statements, in this case, of a skill 
which could be applied to several different tasks. Examples of such 
tasks were developed for each item. The resulting list of skills, as 
with the other categories, were alphabetized. 
For the areas of knowledge category, it became necessary to 
collapse the responses into both general and specific concepts. Five 
classifications were utilized to organize the resulting lists, which 
were loosely based on the organization of social work education 
(Reichert 1970). These were: Academic Disciplines, The Human 
Organism and the Social Environment, Individual and Social Problems, 
Social Welfare Policy and Services, and Social Work Application and 
Practice. This schema, like the classifications used for the task 
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category, was developed only to facilitate the presentation of the data 
in a more conceptually clear format than simple alphabetical listing, 
rather than to reflect any such schemas suggested by participants. 
Subsequently, the classifications were alphabetized, as were the 
items within each one. Examples accompanied items i.n need of 
amplification or clarification as to meaning. 
Following the editing of responses to the first round, the scale 
for rating items in the second round was developed. A balanced, 
Likert-type interval scale was chosen, with the points defined as 
follows: I) Very Infrequently; 2) Infrequently (seldom); 3) Occasion-
ally; 4) Frequently (often); and 5) Very Frequently. Scheibe, Skutsch, 
and Schafer (1975, p. 371) point out the importance to data analysis of 
utilizing a reliable interval scale with the Delphi technique, but this 
scale was not definitively tested to establish this propertys There was, 
in fact, some criticism from participants that the scale was not 
flexible enough, and that it would have benefited from more points. In 
any case, these same authors (1975, p. 358) assert that the use of an 
abstract scale, such as the one used, is much superior to a concrete 
interval scale, utilizing, for example, the number of tasks performed 
per month. 
The construction of the instrunient for the second round was 
completed with the development of questions for rating the items. A 
single format was u t ilized to develop the question for all five cate-
gories, as follows: 
Ten (IO) years from now, how frequently will Master's level 
social workers who are involved in Oregon's community 
mental health system be: 
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a) performing the following roles? 
b) performing the following functions? 
c) performing the following tasks? 
d) utilizing the following skills? 
e) utilizing the following areas of knowledge? 
Participants were asked to indicate their projections by circling the 
rating which most closely approximated their response to the question 
for that item. Finally, a brief description of the parameters of 
concern for each category was developed. Though jobs was not used 
as a formal category in this instrument, each of these introductions 
tied the items which were to follow with the concept of future jobs 
within the community mental health field. This precaution was taken 
both to provide continuity with the fir st questionnaire and to again 
emphasize the concrete focus of the study. 
At this point the instrument consisted of some 260 separate 
items. Previous research (Judd 1972, p . 12) on the effect of the 
fatigue factor in a Delphi study had indicated that there was no 
discernable impact on responses to a questionnaire of 118 items on 
which two questions were answered for each item. No information 
could be found which would suggest the impact of fatigue on question-
naires of greater length, and furthermore, no provisions were being 
made in this study to determine such an impact. Therefore, it was 
thought that it would be best to divide the instrument in half, and 
thereby place each questionnaire in range of known research data on 
the relationship of questionnaire length and fatigue, rather than risk 
skewing the data or causing a higher attrition rate than necessary. 
Consequently, the instrument was divided into two questionnaires of 
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approximately equal length. One ten-page questionnaire was 
concerned with roles, functions, and tasks and consisted of 12 9 
items. The other eight-page questionnaire was concerned with skills 
and areas of knowledge and consisted of 133 items. Thus, one 
questionnaire focused exclusively on practice concerns, while the 
other focused exclusively on educational concerns. 
The division of the round two instrument into two questionnaires 
necessitated the development of two separate sets of general 
instructions. Each set reiterated the purpose of the survey, 
emphasized its focus on the future, and stressed that its interest 
was in the activities of Master's level social workers in this field 
considered as a group. The categories which were the focus of each 
different questionnaire were defined. Both sets of instructions further 
stressed that the questionnaire was only interested in the activities of 
Master's level social workers, and not the activities of social workers 
at other degree levels, nor the activities of members of other profes-
sions. A glossary of terms used in both questionnaires was also 
constructed and attached to each set of instructions. 
A cover letter was prepared which discussed the decision to 
create two questionnaires for the second round and requested a 
response to the enclosed questionnaire regardless of whether or not 
the first instrument had been completed. Finally, provisions were 
made on each questionnaire to collect basic identification data, 
including current job title, highest academic or professional degree 
and field, year degree obtained, age, and sex. The questionnaires 
we re coded, and the mate rial was mailed out on January 21, 197 5. 
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Round III. The development of the instrument for the third 
round was relatively simple. The participants' responses to the 
second round questionnaires were first keypunched on computer cards, 
together with coding numbers and identifying data. A simple fortran 
program was then utilized to tabulate the response distributions for 
each item by frequency and percentage, and the mean response and 
standard deviation. On the basis of the rating distributions, the modal 
response for each item was determined. 
The instrument for the third round utilized the same format as 
the second round questionnaires. The modal responses were thus 
indicated on the lists of items prepared for the second round in the 
form of black diamonds surrounding the appropriate rating. Ties on 
modal responses were indicated with two diamonds. The individual 
participant's responses on the second round were indicated by red 
"Y"s, meaning your response, for comparison with the modal 
responses. When a participant's response coincided with the modal re-
sponse, the red "Y" was simply superimposed over the black diamond. 
For the third round, the instructions for each category also 
were slightly modified. Participants were asked to reconsider their 
projections in light of the modal responses. For items on which they 
wished to change a rating, they were asked to circle the new rating, 
and for items on which they did not wish to change, they were to do 
nothing. Other than these additions, the third questionnaires were 
identical to the second ones. 
A new cover letter was prepared for mailing with the third 
round questionnaires which stressed that the purpose of this final 
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round was to measure the strength of agreement on the ratings of 
items. No general instructions were sent with this questionnaire on 
the assumption that the previous round was still relatively fresh in 
participants' minds. These questionnaires were coded and mailed on 
March 15, 1975. 
Sampling and Returns 
It was decided, if possible, to utilize the entire population as 
the Delphi panel of experts for this study, rather than taking a 
sample. The fact that the population contained both social workers 
and non-social workers, however, raised the question as to whether 
the varying expertise of the two groups on the subject of social work 
practice might justify a stratified sampling. However, the successful 
experience of the University of Virginia study in utilizing participants 
of varying expertise suggested that this factor need not be taken into 
account in a decision on sampling. The earlier study had, in fact, 
concluded that this problem was more of an appropriate concern for 
the actual conduct of data collection. Cyphert and Gant (1970, p. 421) 
thus suggested that "· .. in order for prospective participants [of 
varying expertis~ to take part in the study, they must be made to feel 
that their response is valid. " This factor had been consequent! y 
taken into account in both the feasibility strategies and the develop-
ment of instruments. 
The second question related to involvement of the entire 
population was concerned with its size. Again, however, the success-
ful experiences of the University of Virginia study, which involved 
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some 860 respondents, suggested that size was not a critical variable 
with the modified Delphi technique. Moreover, it was believed that a 
large number of participants might lessen the possible impact of the 
attrition that was anticipated because the study involved multiple 
questionnaires. 
As it was decided that 160 respondents seemed to be a manage-
able size for the study, the first questionnaire was sent to the entire 
population. The sluggish response rate on this round necessitated 
both the mailing of a reminder letter to non-respondents and follow-up 
phone calls. Ultimately, 82 responses were received on the first 
round, for a 51 percent return rate. The response of occupational 
group one was 32 questionnaires for a 70 percent return rate for this 
group. For group two, the response was 21 for a 44 percent return 
rate, and for group three, the response was 29 questionnaires for a 
44 percent return rate. 
The construction of two separate questionnaires for the second 
round forced an abandonm.ent of the plan to utilize the entire population 
as a single panel of experts throughout the study and not to sample. 
As a result, a random sample of approximately 50 percent of each of 
the occupational groups in the population was chosen to receive one 
questionnaire, while the other half would receive the second one. 
The questionnaire concerned with "Roles, Functions, and 
Tasks" was sent to 78 members of the original population. (Two 
practitioners in thi s half of the sample had refused on the fir st 
round to participate in the study.} Practitioners in occupational 
group one received 23 questionnaires, those in group two received 24 
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questionnaires, and those in group three received 31 questionnaires. 
The questionnaire concerned with "Skills and Areas of Knowledge" 
was sent to 80 members of the original population. Practitioners in 
occupational group one similarly received 23 questionnaires, those in 
group two similarly received 24 questionnaires, · and those in group 
three received 33 questionnaires. 
A sluggish response rate on this second round was again a 
problem, and a reminder letter was sent out to non-respondents, 
follow-up phone calls were made to all of them, and the deadline date 
was extended several times. Ultimately, SO "Roles, Functions, and 
Tasks" questionnaires were received, for a 64 percent return rate on 
this round,. and a loss of 28 responses. At the same time, 64 "Skills 
and Areas of Knowledge" questionnaires were received for an 80 
percent return rate, and a loss of only 16 responses·. 
It was decided, because of the relatively lower return rate on 
the "Roles, Functions, and Tasks" questionnaire on this round, that it 
would be important to ascertain if a bias could have existed in the 
responses of the 28 participants who did not return this questionnaire. 
Such a bias could have skewed the data that was collected. Conse-
quently, a random sample of seven of these non-respondents was 
chosen to receive an abbreviated form of the questionnaire. This 15-
item questionnaire was constructed by choosing a random sample of 
three of the role items, three of the function items, and nine of the 
task items. The selected non-respondents were contacted and agreed 
to participate, and subsequently all seven of the abbreviated question-
naires were returned. On the basis of these returns, it was concluded 
that no detectable pattern of non-response bias existed for this 
questionnaire {see Chapter IV. Results of the Study: section II, 
Round II). 
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The researchers decided that it would not be necessary to test 
for a non-response bias among the 16 participants who did not return 
the "Skills and Areas of Knowledge" questionnaire because their 
numbers were insufficient to skew the data collected in any significant 
direction. 
For the third round, the sample frames for the "Skills and Areas 
of Knowledge" questionnaire remained the same. Two participants 
who had received the "Roles, Functions, and Tasks" questionnaire on 
the second round were, however, no longer employed. This reduced 
the sample frame of occupational group two to 23 and of group three to 
30, and the overall sample frame for the questionnaire to 76. 
Third round questionnaires were sent only to participants who 
actually responded on the second round. Of the 50 "Roles, Functions, 
and Tasks" questionnaires, 16 were sent to occupational group one, 
14 to group two, and 20 to group three. Of the 64 "Skills and Areas of 
Knowledge" questionnaires, 21 were sent to group one, 15 to group 
two, and 28 to group three. These questionnaires were generally 
returned quite promptly, and no reminder letter was required. 
Ultimately, 49 "Roles, Functions, and Tasks" questionnaires 
were returned on the third round, for a net loss of one, and an overall 
return rate of 64 percent within the survey sample frame. As the loss 
was in occupational group one, this resulted in a 65 percent overall 
return rate for this group, 61 percent for group two, and 67 percent 
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for group three. There was a lass of three on the "Skills and Areas of 
Knowledge" questionnaire for the third round. The 61 who responded 
represented a 76 percent overall return rate within the survey sample 
frame for this questionnaire. Two of these non-responses were from 
group one, resulting in an overall return rate of 83 percent for this 
group, a 63 percent return rate for group two, and an 82 percent 
return rate for group three, from which the third loss came. 
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V. LIMITATIONS 
The results which were obtained fro1n this research study must 
be placed in the context of certain limitations imposed on the 
reliability of the data research de sign itself and by the implementation 
of this design. 
The first limitation on the reliability of the study' s results was 
that, as a methodology, the Delphi technique was designed as a 
consensus formation procedure and not a tool to discriminate signifi-
cant differences of opinion within a population. Therefore, the 
discriminatory procedures which were employed in this study to 
separate some components of the Delphi forecast into a generalizing 
core of pra·ctice and education and to further classify these compo-
nents into training priority clusters did not have the statistical 
validity which they might have had if this study were not designed to 
promote convergence of opinions. Moreover, as has been indicated, 
the criteria utilized in these procedures were arbitrary, and it would · 
be inappropriate to assert that the resulting discriminations between 
any two items were definitive. 
This initial limitation did not s uggest that the content of the 
resulting discriminations had no face validity. In fact, the research-
ers believed that these discriminations did reflect gross differences in 
assessments of clusters of items and gross differences of opinion 
between subgroups within the population. Further, as Judd ( 1 972, 
p. 12) points out, 
One of the little understood elements of a Delphi is its 
potential for delineating differences and the extent of differ-
ences. Perhaps because of early attention focused upon 
consensus, the counterpart phenomenon, divergence, has 
been paid less attention. It seems likely that Delphi studies 
can be effectively used to discover differences of opinion 
within a constituency. These differences can then be a 
known input before a decision is made. 
Thus, despite the inherent limitation within the methodology 
itself, the re searchers believed that it was important to attempt to 
discriminate differences between items and differences of opinion 
within the population, both as they were reflected in the ratings of 
individual items, and in the aggregate ratings of subgroups. They 
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further believed that these discriminations of gross differences within 
the Delphi forecast were necessary for intelligent decision making 
about curriculU!Il planning and evaluation. 
The second limitation on the study' s results was imposed, in 
implementing the research design, by the editing process employed to 
develop the instrmnent for the second round. In the interests of time 
and manpower, the re searchers decided to utilize a simple consensus 
between themselves as a measure of the inclusion or. exclusion of 
items in the_ lists prepared from the responses on the first round. 
Consequently, no inter-judge reliability checks were employed in this 
process, though other Delphi studies such as one described in some 
detail by Judd (1972, pp. 10-11) have utilized such procedures to 
increase the reliability of the second round instruments. 
The third and final limitation was similarly a result of the imple-
mentation of the re search design rather than inherent in the design. 
This was the fact that, also in the interests of time and manpower, no 
pilot study was conducted to check the reliability of the Lichert - type 
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scale used on the second round. Such a pilot study would have needed 
to include verbal feedback in order to determine if the points on the 
scale were truly discriminatory. Another strategy which could have 
been utilized to further test this scale could have been the inclusion of 
"ringer" statements in the second round questionnaires. If such 
statements had not been rated any differently than other statements, 
then the reliability of the scale would have come into question_ This 
strategy could also have been utilized, as described by Cyphert and 
Gant (1970), to purposefully skew the modal responses to such items 
which were _reported on the third round questionnaires, in order to 
determine if convergence on these modes was as great as convergence 
on other modes in the questionnaire. This would have been another 
useful test of the discriminatory capacities of the consensus formation 
procedure utilized in this research study. 
CHAPTER IV 
RESULTS OF THE STUDY 
In the course of the three rounds of the survey, sufficient data 
was collected to satisfy all nine research objectives of the study. 
The fir st round developed a picture of the roles, functions, and 
tasks which, in ten years, Master's level social workers would be 
performing in the field of community mental health in Oregon. It al so 
developed a picture of the skills and areas of knowledge which would be 
utilized in this practice. The data collected in the second and third 
rounds defined a future generalizing core of social work practice and 
education in this field. Further, data from the third round was utilized 
to form ranked clusters of items within each of the five categories of 
the generalizing core which suggested priorities for training Master's 
level social workers specializing in this field of practice. In addition, 
comparisons of the responses of certain subgroups within the study 
revealed a number of substantial differences between groups in the 
conceptualization of this generalizing core, and differences in the 
c~ustering of items in the ranked training priority clusters. These 
subgroups were a) social workers and non-social workers; and b) plan-
ners, managers, and developers. 
I. ROUND I 
The responses to the first round, as previously explained, were 
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analyzed as part of the development of the second round questionnaires. 
The purpose of this content analysis was to develop a comprehensive 
picture of the future practice and educational needs of Master's level 
social workers in the field, and to thus accomplish the fir st two 
research objectives of the study. As this data was not analyzed by 
tabulating the number of times any particular component of this future 
practice was mentioned, the primary concerns of the re searchers 
were that all the members of the population had an opportunity to 
contribute their views on this round and that the viewpoint of all three 
occupational groups and other subgroups were represented in the 
picture which finally emerged. Therefore, the fact that the response 
rate of occupational group one was 26 percent greater than the 
response rate of either of the other two occupational groups (that is, 
70 percent as compared to 44 percent) was not of concern to the 
researchers. 
The considerable difference in return rates of the three groups 
was attributed to the greater personal contact which the researchers 
had with the members of the first group. Since responses were not 
being tabulated but only viewpoints gathered, additional viewpoints 
among the non-respondents would have had the effect of enlarging the 
data pool rather than skewing the data~ Therefore, the researchers 
did not believe there was need to test for non-response bias among the 
48 percent of the population who did not return the first questionnaire. 
This overall low return rate of responses was attributed directly to the 
demanding nature of this particular open-ended questionnaire. 
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Identifying Data 
The professional and paraprofessional orientations of the 
participants were requested on the first questionnaire. The number o f 
responses received from social workers on this round was 36, or 73 
percent of the number of social workers in the population. The 
remaining 46 respondents represented 41 percent of the non-social 
workers in the population. Of this latter group, 1 7 were trained in 
psychology, 12 in education, 8 in medicine, and 9 in various other 
fields, including administration. Both social workers and non-social 
workers were, in general, evenly distributed in absolute numbers 
among the three occupational groups represented in the returns. 
The differing response rates of social workers and non- social 
workers was attributed to either the greater interest of social workers 
in the subject of the study or a felt lack of expertise on the part of non -
social workers . This latter possibility r aised the issue of Cypher t and 
Gant' s experience with varying expertise and, consequently, more 
effort was put into later rounds in making the non-social workers feel 
that their responses were valid. Once again , the differing retu rn r a t es 
of the two groups was of less concern than t hat all points of view were 
at lea st represented. 
Description of Future Practice 
The picture of future practi c e which e merged from the resp onses 
of participants on this round was, as has been indicated, divided into 
five categories: roles, functions, tasks, s k ills, and areas of knowl -
edge. Some participa nts returned quite com prehensive responses 
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which contributed suggestions to all five categories. An example of 
one such questionnaire is included in Appendix B. Other participants 
drew much sketchier pictures, re spending to only one or two questions . 
Further, projections more appropriate to one. category, such as skills, 
were occasionally found listed in responses to other questions, such 
as tasks. 
Roles. The respondents suggested 25 roles which, in ten years, 
they believe Master's level social workers will be occupying in the 
field of community mental health. Roles were defined by the research-
ers as the major patterns of behavioral expectations contained in jobs. 
The response$ indicated that jobs in this field will be found in various 
public and private, direct and indirect, service settings within 
community mental health delivery systems. These 25 roles, as 
presented on the second round questionnaire, were as follows: 
I. Administrator - e.g., fiscal ac:hninistrator, personnel 
administrator, program administrator 
2. Advocate - e.g., client advocate, target population advocate 
3. Analyst - e.g., fiscal analyst, policy analyst, systems analyst 
4. Assessor - e.g., client needs assessor, community needs 
assessor, pre-commitment assessor 
5. Care Taker - e.g. , behavior manager, client care taker 
6. Case Manager - e.g., aftercare/follow-along/placement special-
ist, intake/ screening specialist, referral specialist 
7. Coordinator - e.g., interagency coordinator, service coordinator 
8. Consultant - e.g., administrative consultant, case consultant, 
program consultant, resource consultant 
9. Developer - e.g., case developer, manpower developer, policy 
developer, program developer 
10. Diagnostician - e.g., behavior diagnostician, psychiatric 
diagnostician, psychological tester 
11. Educator - e.g., college educator, community educator 
12. Evaluator - e.g., personnel evaluator, program evaluator 
13. Group Facilitator - e.g., community group facilitator, task 
force facilitator 
14. Lobbyist - e.g., political lobbyist, program lobbyist 
15. Mediator - e.g., client/agency mediator, personnel mediator 
16. Mobilizer - e.g., fund raiser, political mobilizer, resource 
mobilizer 
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17. Organizer - e.g., community organizer, social action organizer, 
task force organizer 
18. Planner - e.g., community planner, program planner, service 
planner 
19. Publicist - e.g., program publicist, resource publicist 
20. Researcher - e.g., community researcher, program researcher 
21. Service Provider - e.g., employment assistance provider, 
income maintenance provider, legal assistance provider 
22. Supervisor - e.g. , µer sonnel supervisor, service /treatm.ent 
supervisor 
23. Therapist - e.g., behavior therapist, psychotherapist 
24. Trainer - e.g., client trainer, staff trainer 
25. Writer - e.g., grant writer, proposal writer, report writer 
Functions. The respondents suggested 12 functions which, in 
ten years, they believe Master 1 s level social workers will be carrying 
out in their jobs in community mental health service delivery systems. 
Functions were defined by the researchers as the major classifications 
of activities relating to system performance into which jobs can be 
grouped. The researchers consequently discerned three such major 
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classifications; that is, a) manager; b) service enabler; and 
c) service deliverer. Further, it was found that these activities 
could be concerned with four distinct population groupings; that is, 
a) comprehensive services for all target populations; b) services for 
people affected by alcohol and drug problems (A&DP); c) service for 
people affected by mental or emotional disturbance (MED); and 
d) services for people affected by mental retardation or developmental 
disabilities (MRDD). These functions, as presented on the second 
round questionnaire, were as follows: 
MANAGER: includes such roles as Achninistrator; interagency 
Coordinator; Evaluator; and Supervisor. 
26. Manager of A&DP program settings 
2 7. Manager of comprehensive mental heal th program settings 
28. Manager of MED program settings 
29. Manager of MRDD program settings 
SERVICE ENABLER: includes such roles as community needs 
Assessor; administrative and program 
Consultant; Developer; college Educator; 
Lobbyist; Organizer; Publicist; Planner; 
Researcher; and staff Trainer. 
30. Service Enabler for A&DP program settings 
31. Service Enabler for comprehensive mental health program 
settings 
32. Service Enabler for MED program settings 
33. Service Enabler for MRDD program settings 
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SERVICE DELIVERER: includes such roles as Advocate; precommit-
ment Assessor; Care Taker; Case Manager; 
case Consultant; services Coordinator; 
Diagnostician; community Educator; Mediator; 
Service Provider; Therapist; client Trainer. 
34. Service Deliverer in A&DP program settings 
35. Service Deliverer in comprehensive m .ental health program 
settings 
36. Service Deliverer in MED program settings 
37. Service Deliverer in MRDD program settings 
Tasks. The respondents suggested 92 tasks which , in ten years, 
they believe Master's level social workers will be performing as part 
of their jobs in community mental health service delivery systems. 
Tasks were defined by the researchers as the discrete, goal-directed 
activities which make up jobs. The researchers, as has been indicated, 
thought there was a need to further subdivide this list into 12 classifi-
cations, each reflect ing a common purpose for all the tasks contained 
in the group. These classifications were intended to facilitate a clear 
presentation of this information. The resulting list of tasks, as 
presented on the second round questionnaire, were as follows: 
Analytical Tasks 
I. Analyze a decision-making process (e.g . , administrative process, 
legislative process, political process) 
2. Analyze a policy, program, or budget 
3. Analyze a relationship with a client (e.g., dynamics, interactions) 
4. Analyze a system or organization (e.g., structure, process) 
5. Analyze research data (e.g., statistical analysis) 
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6. Analyze the structure of a cormnunity, county, or the state {e. g. , 
social, economic, political) 
7. Conduct a diagnostic analysis {e.g., behavioral diagnosis, 
psychiatric evaluation, psychological testing, psychosocial 
diagnosis) 
Assessment Tasks 
8. Assess client needs for mental health services (e.g., intake 
screening, pre-eommitment investigation) 
9. Assess mental health services and delivery systems {e.g., 
adequacy, quality) 
10. Assess self {e.g., personal and professional strengths and 
weaknesses) 
11. Assess the educational needs of students preparing for mental 
health occupations ' 
12. Assess the mental health service needs of a community, region, 
or the state 
13. Assess the training needs of mental health personnel 
Consultation Tasks 
14. Provide achninistrative consultation to community groups or 
mental health agencies {e.g., fiscal and personnel management 
and organization) 
15. Provide case consultation to mental health service providers or 
community resources (e.g., agencies, care takers, courts, 
professionals, schools) 
16. Provide consultation about re sources to mental health service 
providers or cormnunity groups (e.g., availability, funding 
mechanisms and sources, community resources) 
1 7. Provide consultation on mental health issues to business and 
industry 
18. Provide consultation regarding a target population to community 
groups or mental health service providers (e.g., needs, inter-
vention strategies) 
19. Provide expert testimony (e.g., court proceedings, pre-commit-
ment hearings, legislative hearings) 
20. Provide program consultation to community groups or mental 
health agencies {e.g., design, development, evaluation) 
Data Collection Tasks 
21. Design and conduct research studies (e.g., community studies, 
program studies) 
22. Design tools for collecting information (e.g., data collection 
forms, record-keeping systems) 
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23. Gather information about social or mental health resources (e.g., 
availability, location) 
24. Inte:rview people (e.g., clients, personnel, research subjects) 
25. Maintain records (e.g., case records, services provided, income 
and expenditures) 
26. Observe behavior (e.g., client behavior, organizational behavior) 
Education and Training Tasks 
2 7. Disseminate information about mental health programs and 
services (e.g., brochures, program descriptions, resource 
directories) 
28. Educate and train students preparing for mental health occupations 
2 9. Engage in ongoing personal and professional growth and learning 
30. Provide a community education program for the general public or 
a target population 
31. Train clients in coping, management, and maintenance skills 
(e.g., mentally retarded, parents of disabled and disturbed) 
32. Train personnel in mental health agencies 
Evaluation Tasks 
33. Design instruments for assessment and evaluation (e.g., clients, 
personnel, program) 
34. Monitor and evaluate the progress and needs of clients 
35. Monitor and evaluate the performance of mental health personnel, 
programs, and agencies (e.g., cost effectiveness, productivity) 
Identification Tasks 
36. Identify communities and populations in need of mental health 
services 
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3 7. Identify people in need of mental health or social services (e. g. , 
case finding, outreach) 
38. Identify problems in need of research 
Organization and Development Tasks 
39. Advocate on behalf of communities and target populations for funds 
and services 
40. Develop comprehensive mental health service centers 
41. Develop an emergency mental health service 
42. Develop a mental health information and referral service 
43. Develop new mental health resources (e.g., funding sources, 
rrianp owe r) 
44. Develop policies, procedures, and guidelines for mental health 
services and agencies 
45. Develop programs to prevent mental and emotional disturbances, 
developmental disabilities, mental retardation, or alcohol and 
drug addiction 
46. Mobilize community support for mental health services and target 
populations (e.g., funds, political support, volunteers) 
47. Organize new mental health services or programs in communities 
48. Organize social actions (e.g., demonstrations) 
49. Organize task forces (e.g., advisory committees, boards of 
directors, planning bodies 
50. Participate in community groups and task forces (e.g., agency, 
community, state) 
51. Lobby on behalf of mental health programs for changes in funding, 
laws, or policies (e.g., administrative lobbying, legislative 
lobbying) 
52. Write proposals for public or private funding of a mental heal th 
service (e.g. , grant application, program proposal) 
Planning Tasks 
53. Plan a budget for a mental health agency or program 
54. Plan and de sign a coordinated system of mental health services 
for a comrnunity, region, or the state 
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55. Plan and design an educational program for students preparing for 
mental health occupations 
56. Plan and design a training program for mental health personnel 
5 7. Plan and de sign the pro gram of a mental health agency 
58. Plan an evaluation design for a mental health service or delivery 
system 
59. Plan goals and measurable objectives for mental health agencies, 
deli very systems, or services 
60. Plan goals and measurable objectives with clients 
61. Plan intervention strategies for working with clients 
62. Plan intervention strategies for working with communities, 
organizations, and systems 
63. Plan services for a client (e.g., normalization, rehabilitation, 
social services, treatment) 
Program Management Tasks 
64. Coordinate mental health programs and agencies (e.g., inter-
agency and intra-agency coordination) 
65. Establish priorities for allocating limited re sources (e.g., money, 
personnel, time) 
66. Establish standards of performance for mental health agencies, 
personnel, and services (e.g . , evaluative criteria, productivity 
indicators) 
6 7. Explain and justify the programs of a mental health agency to 
funding or administrative bodies (e.g., board of directors, 
legislature, foundations, governmental agencies) 
68. Explain programs of mental health agency to personnel 
69. Manage a budget for a mental health agency or program 
70. Modify a plan, policy, or program on the basis of research and 
evaluative feedback 
71. Monitor the implementation of laws, regulations, policies, or 
procedures (e.g., monitor contract agencies, monitor personnel) 
72. Negotiate contracts with public or private funding bodies or 
service providers 
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73. Recruit, hire, and organize personnel in a mental health agency 
74. Supervise personnel (e.g., coordinate workloads, provide 
support and feedback) 
75. Supervise/monitor the provision of services to clients 
Service Delivery Tasks 
76. Advocate on behalf of clients for improved benefits and services 
7 7. Coordinate services for clients to insure continuity of care 
78. Mediate between client and service systems (e.g. , mental health 
services, social services) 
79. Mobilize community resources on behalf of client 
80. Negotiate contracts with clients 
81. Prescribe and supervise therapeutic medications for clients (e.g., 
antabuse, methadone, psychotropic drugs) 
82. Provide assessment services (e.g., diagnosis, evaluation, 
pro bl em identification) 
83. Provide care-taking services (e.g., behavior management, living 
environment maintenance, personal care) 
84. Provide follow-up services (e.g., after-care, follow-along, 
placement, supervision) 
85. Provide outreach services (e.g., home visits, neighborhood 
canvas sing) 
86. Provide screening services (e.g., information and referral, 
match client to resources) 
87. Provide social services to facilitate social survival (e.g., 
employment/housing assistance, income maintenance, legal aid) 
88. Provide therapeutic intervention services to facilitate behavior 
change, conflict resolution, and growth (e.g., counseling, 
rehabilitation, therapy) 
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Systems Maintenance Tasks 
89. Design and prepare visual descriptions of mental health programs 
or agencies (e.g., flow charts, graphs, organization plans, 
PERT charts) 
90. Form working relationships with other professionals (e.g., inter-
disciplinary team) 
91. Provide leadership to agencies or community groups (e.g. , 
delegate responsibility, make decisions) 
92. Write reports (e.g., client histories, community assessments, 
program evaluations) 
Skills. The respondents suggested 45 skills which, in ten years , 
they believe Master's level social workers will be utilizing in the 
performance of their jobs in community mental health service deli very 
systems. Skills were defined by the researchers as the ability to 
effectively apply some process in the performance of a task. These 
skills, as presented on the second round questionnaire, were as follows: 
I. Advocacy skills - e.g., applied to clients, consumers, target 
populations 
2. Analytical skills - e.g., applied to behavior, budgets, communi-
ties, policies, political processes, relationships, research data, 
systems 
3. Arbitration skills - e.g., applied to personnel 
4. Assessment skills - e.g., applied to client or community service 
needs, problems , service adequacy, training needs 
5. Care-taking skills - e. g., applied to behavior management, client 
personal care, living environmental maintenance 
6. Case management skills - e.g . , applied to follow-up, referral, 
screening 
7. Communication skills - e.g ., applied to feeling, listening, 
physical communication, verbal communication 
8. Conceptualization skills - e.g., applied to constructs, ideas, 
relationships 
9. Consultation skills - e.g., applied to achninistration, cases, 
re source availability, program development 
10. Coordination skills - e.g., applied to agencies, programs, 
services 
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11. Design skills - e.g., applied to curricula, evaluation instruments, 
graphics, programs, record-keeping systems, research studies 
12. Development skills - e.g., applied to cases, manpower, policies, 
programs, resources, services 
13 . Diagnostic skills - e.g., applied to behavioral diagnosis, 
psychiatric diagnosis 
14. Evaluation skills - e.g., applied to personnel, programs 
15. Fiscal management skills - e.g., applied to accounting, budget-
ing, record keeping 
16. Forecasting skills - e.g., applied to needs, social trends 
1 7. Group facilitation skills - e.g. , applied to community groups, 
task groups 
18. Interpretation skills - e.g., applied to behavior, projective tests , 
psychotherapy 
19. Interviewing skills - e.g., applied to clients, personnel, re search 
subjects 
20. Leadership skills - e.g., applied to decision making, delegating 
responsibilities 
21. Lobbying skills - e.g., applied to funds, laws, services 
22. Mediation skills - e.g., applied to agencies/clients, personnel 
23. Mobilization skills - e.g., applied to fund raising, resources, 
volunteers 
24. Negotiation skills - e.g., applied to program contracts, 
personnel contracts, treatment contracts 
25. Observation skills - e.g., applied to client behavior, organiza-
tional activities 
26. Office management skills - e.g., applied to equipment, supplies, 
work flow 
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27. Organizing skills - e.g., applied to comm.unities, social actions, 
task forces 
28. Outreach skills - e.g., applied to case finding, case development 
29. Personal coping skills - e.g., applied to job survival, self-
renewal 
30. Personal management skills - e.g., applied to information, time, 
workload 
31. Personnel management skills - e.g., applied to hiring, staff 
organization, supervision 
32. Planning skills - e.g., applied to budgets, delivery systems, 
programs; normalization, rehabilitation, treatment; service 
priorities, goals, objectives, strategies 
33. Problem-solving skills - e.g., applied to client problems, 
community problems 
34. Program management skills - e.g., applied to client problems, 
community problems 
35. Public relations skills - e.g., applied to disseminating 
information 
36. Public speaking skills - e.g., applied to program presentation, 
testimony 
37. Record-keeping skills - e.g., applied to cases, expenditures, 
services 
38. Relationship-building skills - e.g., applied to professional 
relationships, therapeutic relationships 
39. Research skills - e.g., applied to clients, communities, 
or gani za tions 
40. Service provision skills - e.g., applied to income/ social services 
41. Teaching skills - e. g. , applied to college education, community 
education 
42. Therapeutic intervention skills - e.g., applied to counseling, 
behavior change, psychotherapy, rehabilitation 
43. Training skills - e.g., applied to clients, personnel 
44. Writing skills - e.g., applied to grants, proposals, reports 
45. Identification skills - e.g., applied to needs, problems, 
resources 
Ar.eas of Knowledge. The respondents suggested 88 areas of 
knowledge which, in ten years, they believe Master's level social 
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workers will be applying in the performance of their jobs in community 
mental health service delivery systems. Areas of knowledge were 
defined by the researchers as disciplines, constructs, theories, 
concepts, methods, principles, strategies, and empirically derived 
information. The researchers believed that there was a need to 
further subdivide this list into five classifications, each reflecting a 
conceptual unity among the items contained in the group. These 
classifications were intended, as in the tasks category, to facilitate a 
clear presentation of this information. The resulting list of areas of 
knowledge, as presented on the second round questionnaire, were as 
follows: 
Academic Disciplines 
1. Anthropology 
2. Economics 
3. Philosophy 
4. Political Science 
5. Psychology 
6. Religion 
7. Social Psychology 
8. Sociology 
The Human Organism and the Social Environment 
Constructs, Theories, and Concepts 
9. Abnormal psychology/psychopathology 
1 O. Anatomy and Physiology 
11. Child rearing 
12. Environmental/ ecological psychology 
13. The Family - e.g., history, structure, dynamics 
14. Government - e.g., organization, operation, allocation of 
resources 
15. Groups - e.g. , behavior, dynamics 
16. Human growth and development 
1 7. Human sexuality 
18. Law and legal systems - e.g. , courts 
1 9. Mental he al th 
20. Organizations and bureaucracies 
21. Personality theories - e.g. , defense and coping mechanisms 
22. Political/legislative process 
2 3. Social change 
24. Social structure and institutions 
25. Systems theory 
26. Social deviancy 
Individual and Social Problems 
27. Alcohol abuse - e.g., types, incidence, causes 
28. Developmental disabilities - e.g., types, incidence, causes 
29. Drug abuse - e.g., types, incidence, causes 
30. Learning disabilities - e.g., types, incidence, causes 
31. Mental, emotional, and behavioral disturbances - e.g., types, 
incidence, causes 
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32. Mental retardation - e.g., types, incidence, causes 
33. Poverty - e.g., causes, incidence 
34. Racism - e.g., causes 
Social Welfare Policy and Services 
35. Community mental health - e.g., history, philosophy, principles 
36. Mental health delivery systems - e.g., allocation of resources, 
operation, organization 
37. Mental health financing - e.g., availability, mechanisms, source s 
38. Mental health laws, legislation, and guidelines 
39. Mental health manpower - e.g., distribution, paraprofessional 
roles, professional roles 
40. Social policy 
41. Social service delivery systems - e.g., allocation of resources, 
operation, organization 
42. · Social service financing - e.g., availability, mechanisms, 
sources 
43. Social welfare laws, legislation, and guidelines 
Social Work Application and Practice 
Concepts, Methods, Principles, Strategies, and Theories 
44. Adrninistration 
45. Accountability 
46. Behavior analysis and modification 
47. Business management 
48. Casework 
49. Citizen/ consumer participation 
50. Client/ consumer advocacy 
51. Community organization 
52. Confidentiality and civil rights 
53. Conflict resolution 
54. Consultation 
5 5. Continuity of care 
5 6. Crisis intervention 
5 7. Demography 
58. Epidemiology 
59. Evaluation - e.g., goal attainment scaling 
60. Family psychotherapy 
61. Group psychotherapy 
62. Group work 
63. Individual psychotherapy 
64. Interpersonal communication and relations 
65. Intervention with alcohol abusers - e.g., needs, treatment 
modalities 
66. Intervention with drug abusers - e.g., needs, treatment 
modalities 
67. Intervention with the developmentally disabled - e.g . , needs, 
strategies 
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68. Intervention with the mentally retarded - e.g., needs, strategies 
69. Intervention with the mentally or emotionally disturbed - e.g., 
needs, treatment modalities 
70. Medical model - e.g., etiology, diagnosis, treatment 
71. Normalization and life span planning 
72. Parliamentary procedure 
7 3. Personnel management 
74. Prevention - primary, secondary, tertiary 
7 5. Problem-oriented :vecord keeping 
76. Program development 
77. Program management - e.g., management .by objectives, 
management i n formation systems 
78. Problem-solving process 
79. Psychiatric classifications and nomenclature 
80. Psychometric tes ting and interpretation 
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81. Psychopharmacology - e.g. , medication effects and side effects 
82. Public relations 
83. Rehabilitation 
84. Re search 
85. Social forecasting 
86. Social planning 
87. Social work principles and code of ethics 
88. Supervision 
General Projections About the Future 
There were several respondents who chose to ignore the format 
of the first questionnaire and instead wrote general statements about 
the future of community mental health and social work practice . 
Other respondents, in addition, supplemented their answers to the 
questions with such observations. The resulting piCture was both 
interesting and instructive. 
The first sub ject of these forecasts was future developments in 
the community mental health field . One participant wrote that 
I expect that the CMH system will be undergoing some 
drastic change s i n the next few years ~ecause of the impact 
of national health ins u ranc ~ •.• I expect that many if not 
most patients treated in CMH clinics now will in the future 
be treated by therapists in private practice. It could well be 
that the Division of Mental Health will only be proi.,riding 
custodial servic es for alcoholics .•. , providing programs for 
the developmentally disabled, and carrying out programs in 
primary prevention .... I see the role of the MHD moving 
away from treatment and toward program planning. The 
CMH clinic will become a "clearing house" for contracts and 
program budgets. 
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A second respondent concurred on the movement of therapists toward 
private practice and suggested that "CMH programs will attend more 
to chronic populations and to developing and maintaining corrununity 
systems to avoid institutionalization. " Another suggested that 
community organizing will generally be more important in this field 
in the future than at present. A fourth writer suggested that there will 
be much greater emphasis on delivering services to people in their 
own homes in ten years. 
The second subject of these general forecasts was the future 
position of the social worker in this field, and these projections were 
much more contradictory than those in the fir st group. One participant 
saw no role at all for social workers in this field but more need for 
educators and paraprofessionals, particularly with the MRDD 
population. Several suggested that social workers will be found 
increasingly in major administrative roles in community programs as 
supervisors, as coordinators, as community planners, and as 
evaluators. Others suggested that there will be fewer social workers 
involved in administration and that professionals with business back-
grounds will be employed in these positions. 
One participant suggested that social workers will be "swallowed 
up in the administrative umbrella being created by the state," while 
another believed that social workers will be taking ·more leader ship 
responsibility in the field. Finally, one respondent indicated that the 
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clinical social worker role will become increasingly specialized 
around alcoholism, family life education/treahnent, crisis inter-
v e ntion, and re si de n tial treatment, while another suggested that soci a l 
workers will have increasingly more responsibility for supervising 
and training paraprofessionals who, in the view of this respondent, 
will be providing most of the direct services. As can be seen, there 
was not a great deal of agreement in these forecasts about the position 
of social workers in either direct or indirect services. This is 
perhaps not surprising in a field which will be undergoing major and 
rapid changes according to these projections. 
109 
II. ROUND II 
The responses to the second round, as previously explained, 
were analyzed as part of the development of the third round question-
naire s. 
Identifying Data 
The current position, degree, profession, age, and sex of the 
participants were requested on the second round questionnaires. The 
data received indicated that the characteristics of the participants who 
responded to the "Roles, Functions, and Tasks" questionnaire and 
those who responded to the "Skills and Knowledge" questionnaire were 
remarkably similar on all dimensions except population focus. These 
characteristics are compared in Table IV. 
TABLE IV 
CHARACTERISTICS OF RESPONDENTS ON ROUND II 
Total 
Occupational 
Group 
Planners 
Managers 
Developers 
mean 
range 
RFT Questionnaire 
50 - 100 % 
16 - 32 % 
14 - 28 % 
20 - 40 % 
37 years 
26 - 62 years 
SK Questionnaire 
64 - 100 % 
21 - 33 % 
15 - 23 % 
2 7 - 44 % 
38 years 
24 - 59 years 
Sex 
Male 
Female 
Degree 
B. A. 
M. S. W. 
Ph.D. /M. D. 
Other 
Training 
Social work 
Psychology 
Education 
Medicine 
Other 
Year Graduated 
median 
range 
Location of 
Responsibilities 
Small Town/Rural 
Metropolitan 
Mixed 
RFT Questionnaire 
32 - 64 % 
18 - 36 % 
7 - 14 % 
3 5 - 70 % 
5 - 10 % 
3 - 6 % 
22 - 44 % 
10 - 20 % 
6 - 12 % 
2 - 4 % 
10 - 20 % 
1967 
1942 - 1974 
31 - 62 % 
5 - 10 % 
14 - 28 % 
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SK Questionnaire 
45 - 70 % 
19 - 30 % 
10 - 16 % 
42 - 66 % 
9 - 14 % 
3 - 5 % 
28 - 44 % 
11- 17 % 
4 - 6 % 
6 - 9 % 
15 - 23 % 
1967 
1941 - 1974 
38 - 59 % 
6 - 9 % 
20 - 31 % 
Po:eulation Focus 
All populations 
A&DP populations 
MED populations 
MRDD populations 
RFT Questionnaire 
13 - 26 % 
9 - 18 % 
14 - 28 % 
14 - 28 % 
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SK Questionnaire 
13 - 20 % 
1 s - 27 % 
2 3 - 36 % 
11- 16 % 
The data indicated that 50 social workers responded on the round 
two questionnaire, one more than the number in the population. This 
figure represented seven questionnaires sent to non- social workers 
which were completed by social workers. These respondents were 
designated to represent the views of four hospital superintendents, two 
community mental health program directors, and one business officer. 
The nmnber of social workers in the population was consequently 
increased to 56, and the adjusted return rate for social workers was 
89 percent, compared to a return rate for non- social workers of 62 
percent. The two groups were consequently almost evenly represented 
on both questionnaires in terms of absolute numbers. 
Modal Responses 
The responses to the second round were tabulated by computer. 
The frequency and percentage distributions of ratings on each item 
were computed in order to determine the modal responses, which 
would be reported on the third round questionnaires. The distribution 
of the modal responses on the two questionnaires was quite similar, 
with all the modal responses but one item falling on or between the 3, 
4, and S no de s. 
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TABLE V 
DISTRIBUTION OF MODAL RESPONSES ON ROUND II 
FREQUENCY AND PERCENTAGE 
MODAL RESPONSE 
RFT QUESTIONNAIRE 
1 2 3 tie 4 tie 5 Total 
Total 1 0 36 6 78 3 5 129 
1 0 28% 5% 60% 2% 4% 100% 
Roles 0 0 9 1 14 0 1 25 
0 0 36% 4% 56% 0 4% 100% 
Functions 0 0 3 0 7 0 2 12 
0 0 25% 0 58% 0 17% 100% 
Tasks 1 0 24 5 57% 3 2 92 
1% 0 26% 5% 62% 3% 2% 100% 
SK QUESTIONNAIRE 
1 2 3 tie 4 tie 5 Total 
Total 0 0 32 3 76 4 18 133 
0 0 24% 2% 57% 3% 14% 100% 
Skills 0 0 14 1 24 2 4 45 
0 0 31% 2% 53% 4% 9% 99% 
Areas of 0 0 18 1 52 2 14 88 
Knowledge 0 0 20% 2% 59% 2% 16% 99% 
Non-Response Bias 
An abbreviated "Roles, Functions, and Tasks" questionnaire of 
15 items was constructed in order to test for the existence of a bias in 
the views of non-respondents on the second round. Such a bias 
presumably could have skewed the tabulated results of this question-
naire. These were four social workers in the sample of seven non-
respondents. 
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It was found that, while there was a tendency in these responses 
to rank items higher than on the complete questionnaire, this tendency 
was within reasonable limits on all but one of the items. "Reasonable" 
limits was considered a difference in the distribution of responses of 
less than 25 percent between the abbreviated questionnaire and the 
complete questionnaire, with the scale dichotomized into two points: 
1-2-3 and 4-5. On the abbreviated questionnaire, 7 of the 15 items 
had response distributions which were between 10 and 20 percent 
greater on the 4-5 nodes than were distributed on these nodes on the 
complete questionnaire. Only one item exceeded a 25 percent 
difference, which was considered substantial. However, a comparison 
of the item mean responses between the abbreviated and complete 
questionnaire revealed that all of the means were within 0. 4 of one 
another, which was not considered a substantial difference. 
On the basis of this data, which can be found in Appendix B, it 
was concluded that no general pattern of significant differences 
existed in the responses of non-respondents as compared to 
respondents to the questionnaire, other than a general tendency to 
rate the items higher. This tendency was attributed to the unbalanced 
number of social workers in the sample who, on the complete question-
naire, tended as a group to rate items higher than non- social workers. 
(See this chapter, section IV, Social Workers and Non-Social Workers.) 
Thus, the researchers believed that the tabulated data on the complete 
"Roles, Functions, and Tasks" questionnaire could be considered an 
accurate reflection of the opinions of the entire sample selected to 
receive the second round questionnaire. 
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III. ROUND III 
The responses to this round, as with the second round, were 
tabulated by computer to determine the distribution of responses, the 
means, and the standard deviations. This data was utilized for a 
number of analytical purposes. It was first compared with the data 
collected on round two to determine the changes between rounds two 
and three. Second, it was utilized to determine the items on which no 
group judgments were made during the two rounds. Third, it was 
utilized to define the generalizing core of Master's level social work 
practice and education in this field in ten years. This accomplished 
the third research objective of the study. Fourth, it was utilized to 
determine the ranked clusterings of items within each category that 
would constitute priorities for training Master's level social workers 
specializing in this field of practice. This accomplished the fourth 
research objective of the study. 
Comparison With Round II 
The distribution of modal responses on round three was, with the 
exception of broken ties, identical to the distribution on round two. At 
the same time, the data indicated that on the third round there was, for 
both questionnaires, actual convergence on the modal responses of the 
second round. In fact, there was a net convergence on the modal 
response for 93 percent of the items contained in the two question-
naires, and this converge nce involved, on the average, 5 to 6 percent 
ll 5 
of the responses to each question. The data further indicated that 
there was more general change on both questionnaires toward the 
mode than was reflected in the figures for actual convergence on the 
modal responses. 
Data collected from the "Roles, Functions, and Tasks" 
questionnaires on both rounds is summarized in Table VI. This table 
reflects an average convergence on the mode of 5. 9 percent of the 
responses on the third round of the RFT questionnaire. Of the 49 
questionnaires returned on this round, 36, or 73 percent of the 
questionnaires, contained items which were re-rated. The greatest 
change was 47 items. The mean change for all the questionnaires 
returned was 11 items per questionnaire. Since Table VI shows that 
the net change in modal responses per questionnaire was 7e8 items, 
there was a movement of three items per questionnaire accounted for. 
An item-by-item analysis revealed that on 118 of the 129 items in the 
questionnaire, there was a net increase in the percentage of responses 
on the mode of from 2 to 14 percent per item. Only two of the 
remaining 11 items showed a net decrease, and that of only 2 percent. 
As this latter figure was insufficient to account for the three-item 
difference per questionnaire, it was concluded that there was more 
movement on the average toward the mode than was reflected in actual 
convergence~ the mode for this questionnaire. 
Data collected from the "Skills and Areas of Knowledge" 
questionnaire on both rounds is summarized in Table VII. This table 
reflects a convergence on the mode of 5. 3 percent of the responses on 
the third round of the SK questionnaire. Of the 61 questionnaires which 
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TABLE VI 
ROLES, FUNCTIONS, AND TASKS QUESTIONNAIRE 
COMPARISON OF ROUNDS II AND Ill 
ROUND III 
Mean Standard Modal Responses Percent 
Deviation Per Questionnaire Responses 
at Mode 
Total 3. 56 . 96 62. 1 48. 0% 
Roles 3.47 . 88 12. 5 so. 0% 
Functions 4. 10 1. 09 5. 9 49. 0% 
Tasks 3. 51 . 96 43. 7 48. 0% 
ROUND II 
Total 3. 56 1. 04 54. 3 42. 1% 
Roles 3.47 • 98 1 o. 7 43. 0% 
Functions 3.80 1. 31 5. 3 44. 0% 
Tasks 3.55 1. 02 38.3 41. 7% 
NET CHANGE 
Total 0.0 -0. 08 + 7.8 + 5. 9% 
Roles 0 . 0 -0. I 0 + 1. 8 + 7. 0% 
Functions +0.3 -0.22 + 0.6 + 5. 0% 
Tasks -0.4 -0. 06 + 5.4 + 6. 3% 
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TABLE VII 
SKILLS AND AREAS OF KNOWLEDGE QUESTIONNAIRE 
COMPARISON OF ROUNDS II AND III 
ROUND III 
Mean Standard Modal Responses Percent 
Deviation Per Questionnaire Responses 
at Mode 
Total 3.78 .86 64.7 48. 7% 
Skills 3. 68 . 83 21. 6 48. 0% 
Areas of 
Knowledge 3.83 . 87 43. 1 49.0% 
ROUND II 
Total 3.74 0.97 57.8 43. 4% 
Skills 3.67 o. 99 18.9 42. 0% 
Areas of 
Knowledge 3.77 0.96 38.9 44. 2% 
NET CHANGE 
Total +.04 - . 11 +6.9 +s. 3% 
Skills +.01 - . 16 +2. 7 +6. 0% 
Areas of 
Knowledge +.06 
-.09 +4.2 +4. 8% 
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were returned, 42, or 69 percent of the questionnaires, contained 
items which were re-rated. The greatest change was 88, and the 
mean change for all the questionnaires returned was 10 items per 
questionnaire. Since Table VII shows that the net change in modal 
responses per questionnaire was 6. 9 items, there was also a move-
ment of three items per questionnaire unaccounted for on the SK 
questionnaire. An item-by-item analysis revealed that there was a 
net increase in the percentage of responses on the mode of from 2 to 
14 percent per item on 125 of the 133 items on the questionnaire, and 
no net movement away from the mode on any of the items. It was 
therefore concluded that there was more movement on the average 
toward the mode than was reflected in actual convergence £!!.the mode 
for this questionnaire. 
Effect of Fatigue. In comparing the responses between rounds 
two and three on both questionnaires, it appeared to the researchers 
that there was more general change on the earlier items in the 
questionnaires than on the later items. It was suspected that the 
length of the questionnaires resulted in more effect on the responses 
from fatigue than had been anticipated. While no formal provisions 
had been made in the research design for testing the impact of this 
effect, the researchers attempted some rough intra-questionnaire 
comparisons, which are revealed in Table VIII. 
The noticeable decline in the change in standard deviation totals 
between the initial 11 items in each questionnaire and the last 11 items, 
while hardly conclusive, did suggest that fatigue may have been a 
definite factor in round three responses. 
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TABLE VIII 
EFFECT OF FATIGUE ON ROUND III 
STANDARD DEVIATION TOTALS 
ROLES, FUNCTIONS, AND TASKS 
Items Round II Round III Change 
1-11 11. 0 1 o. 1 -. 9 
75 - 85 10.8 10.2 -. 6 
119-129 11. 2 1 o. 9 -. 3 
SKILLS AND AREAS OF KNOWLEDGE 
Items Round II Round III Change 
1-11 I 0. 0 8.3 -1. 7 
75-85 1 o. 5 8.8 -1. 7 
123-133 12. I 11. 2 - . 9 
Group Judgments 
For the purposes of determining group judgments, responses on 
the third round were analyzed by dichotomizing the scale into two 
points: 1-2-3 responses and 4-5 responses. Group judgments were 
not considered to have been made for items a) on which 60 percent of 
the responses did not fall on one of the two points of this scale; 
b) which were bipolar in response distribution; or c) on which there 
was no change and convergence between the two rounds. The figure of 
60 percent, as previously indicated, had been chosen arbitrarily as a 
cut-off point, since it seemed to indicate fairly strong agreement in 
one direction. Further, an exception was made to condition c) for 
those items on which initial convergence was high (80 percent) on 
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round two. Use of these criteria revealed 65 items in the two 
questionnaires, or 24 percent of the total items, for which no group 
judgments can be said to have been formed. Further, there were no 
bi polar distributions of answers on either q ue stionnair e. 
On the 11 Roles, Functions, and Tasks" questionnaire, there were 
41 of the 129 items, or 32 percent, for which no group judgments were 
formed. Within the roles category, there were two such cases, or 8 
percent of the items. These were numbers 10. Diagnostician; and 
25. Writer. Within the function category, there were three such 
cases, or 25 percent of the items. These were numbers 29. Manager 
of MRDD program settings; 30. Service Enabler for A&DP program 
settings; and 37. Service Deliverer in MRDD program settings. 
Within the tasks category, there were 36 cases, or 39 percent of the 
items, on which no agreement was reached. These tasks, which have 
been shortened in the interests of brevity, were as follows: 
1. Analyze a decision-making process 
4. Analyze a system or organization 
6. Analyze the structure of a community, county, or the state 
13. Assess the training needs of mental health personnel 
14. Provide adrnini strati ve consultation 
1 9. Provide expert testimony 
24. Interview people 
30. Provide a community education program 
31. Train clients in coping, management, and maintenance skills 
32. Train personnel in mental health agencies 
3 5. Monitor and evaluate the performance of mental health 
personnel, programs, and agencies 
3 7. Identify people in need of mental health or social services 
39. Advocate on behalf of communities and target populations 
40. Develop comprehensive mental health service centers 
41. Develop an emergency m.ental health service 
42. Develop a mental health information and referral service 
43. Develop hew mental health resources 
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44. Develop policies, procedures, and guidelines for mental health 
services and agencies 
45. Develop programs to prevent mental and emotional disturbances, 
developmental disabilities, mental retardation, or alcohol and 
drug addiction 
52. Write proposals for funding of a mental health service 
53. Plan a budget for a mental health agency or program 
54. Plan and de sign a coordinated system of mental health services 
57. Plan and design the program of a mental health agency 
58. Plan an evaluation design for a mental health service or delivery 
system 
66. EstabU sh standards of performance for mental health agencies, 
personnel, and services 
6 7. Explain and justify the programs of a mental heal th agency to 
funding or administrative bodies 
68. Explain programs of a mental health agency to personnel 
70. Modify a plan, policy, or program on the basis -of re search and 
evaluative feedback 
71. Monitor the implementation of laws, regulations, policies, or 
procedures 
72. Negotiate contracts with funding bodies or service providers 
73. Recruit, hire, and organize personnel in a mental health agency 
78. Mediate between client and service systems 
79. Mobilize community resources on behalf of a client 
80. Negotiate contracts with clients 
82. Provide assessment services 
8 7. Provide social services 
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The reader's attention is drawn to the increasing proportion of non-
group judgments in the latter portions of the questionnaire. This 
again suggested that fatigue may have been a more important factor in 
response distribution than had been anticipated. 
On the nSkills and Areas of Knowledge" questionnaire there were 
24 of the 133 items, or 18 percent, for which no group judgments were 
formed, a considerably smaller percentage than Lm the RFT question-
naire. Within the skills category, there were nine such cases, or 20 
percent of the items. These were numbers 12. Development skills; 
16. Forecasting skills; 22. Mediation skills; 24. Negotiation skills; 
28. Outreach skills; 30. Personal management skills; 31. Personnel 
management skills; 36. Public speaking skills; and 37. Record 
keeping skills. Within the areas of knowledge category, there were 15 
such cases, or 1 7 percent of the items. These items were numbers 
1. Anthropology; 2. Environmental/ ecological psychology; 
14. Government; 22. Political/legislative process; 24. Social 
Structure and institutions; 32. Mental retardation; 33. Poverty; 
50. Client/consumer advocacy; 67. Intervention with the develop-
mentally disabled; 68. Intervention with the mentally retarded; 
71. Normalization and life span planning; and 85. Social forecasting. 
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Generalizing Core of Practice and Education 
For the purposes of defining a future generalizing core of 
Master 1 s level social work practice and education in the field of 
community mental health, the data was analyzed to determine those 
items which a group ju•-lgment had rated on the 4-5 point of the 
dichotomized · scale. Agreement had thus been reached among the 
respondents that, in ten years, these roles, functions, and tasks will 
be performed frequently or very frequently, and that these skills and 
areas of knowledge will be utilized frequently or very frequently. 
Analysis revealed that 146 of the 262 items in the two questionnaires 
defined the generalizing core of practice and education in this field. 
The strength of agreement on these items, indicated by the percentage 
of respondents who listed the item as a 4 or 5, was assumed to be a 
measure of consensual validation of the item's frequent occurrence in 
the future. This measure was therefore used as a measure of 
confidence in the item as an element of this core. 
On the rrRoles, Functions, and Tasks" questionnaire, 60 of the 
129 items, or 47 percent, were suggested by the responses of 
participants as comp onents of the core of social work practice in this 
field in ten years. For the 60 items, there was a mean strength of 
agreement of 71 percent. 
Within the roles category, 14 roles, or 56 percent of the items, 
were suggested as components of this core of practice. These items, 
listed with their respective strengths of agreement, were as follows: 
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Agreement Role Agreement Role 
74% 1. Administrator 60% 12. Evaluator 
72% 2. Advocate 78% 13. Group 
Facilitator 
78% 4. Assessor 
62% 1 7. Organizer 
68% 6. Case Manager 
66% 18. Planner 
74% 7. Coordinator 
82% 22. Supervisor 
78% 8. Consultant 
78% 23. Therapist 
78% 9. Developer 
68% 24. Trainer 
Within the functions category, eight functions, or 6 7 percent of the 
items, were suggested as elements of this core of practice. These 
items, listed with their strengths of agreement, were as follows: 
Agreement Function 
62% 26. Manager of A&DP program settings 
76% 2 7. Manager of comprehensive mental health program 
settings 
88% 28. Manager of MED program settings 
70% 31. Service Enabler for comprehensive mental health 
program settings 
76% 32. Service Enabler for MED program settings 
61 % 34. Service Deliverer in A&DP program settings 
76% 35. Service Deliverer in comprehensive mental health 
program settings 
82% 36. Service Deliverer in MED program settings 
Within the tasks category, 38 tasks, or 41 percent of the items, were 
suggested as part of this core of practice. These items, listed with 
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their strengths of agreement, were as follows: 
Agreement Task 
65% 2. Analyze a policy, program, or budget 
81 % 3. Analyze a relationship with a client 
65% 7. Conduct a diagnostic analysis 
72% 8. Assess client needs for mental health services 
77% 9. Assess mental health services and delivery systems 
72 % I 0. As s es s self 
71% 12. Assess the mental health service needs of a 
community, region, or the state 
84% 15. Provide case consultation to mental health service 
providers or community resources 
73% 16. Provide consultation about resources to mental health 
service providers or community groups 
64% 18. Provide consultation regarding a target population to 
community groups or mental health service providers 
68% 20. Provide program consultation to community groups or 
mental health agencies 
70% 2 5. Maintain records 
68% 26. Observe behavior (e.g., client behavior or 
organizational behavior) 
72% 29. Engage in ongoing personal and professional growth 
and 1 ear.ning 
72% 34. Monitor and evaluate the progress and needs of clients 
61 % 36. Identify communities and populations in need of mental 
health services 
63% 46. Mobilize community support for mental health 
services and target populations 
61% 47. Organize new mental health services or programs in 
comm unities 
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Agreement Task 
61 % 49. Organize task forces 
82% 50. Participate in community groups and task forces 
63% 59. Plan goals and measurable objectives for mental 
health agencies, delivery systems, or services 
81% 60. Plan goals and measurable objectives with clients 
74% 61. Plan intervention strategies for working with clients 
67% 62. Plan intervention strategies for working with 
comm.unities, organizations, and systems 
70% 63. · Plan services for a client (e.g., normalization, 
rehabilitation, social services, treatment) 
63% 64. Coordinate mental health programs and agencies 
65% 65. Establish priorities for allocating limited resources 
(e.g., money, personnel, time) 
61 % 69. Manage a budget for a mental health agency or 
program 
62% 74. Supervise personnel 
77% 75. Supervise/monitor the provision of services to clients 
61 % 76. Advocate on behalf of clients for improved benefits 
72% 77. Coordinate services for clients to insure continuity of 
care 
73% 84. Provide follow-up services 
62% 86. Provide screening services 
78% 88. Provide therapeutic intervention services to facilitate 
behavior change, conflict resolution, and growth 
81 % 90. Form working relationships with other professionals 
70% 91. Provide leadership to agencies or community groups 
85% 92. Write reports 
On the "Skills and Areas of Knowledge" questionnaire, 86 of the 
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items, or 65 percent, were suggested by the responses of participants 
as components of the core of social work education in this field in ten 
years. For. the 86 items, the mean strength of agreement was 78 
percent:, · 7 percent higher than on the RFT questionnaire. 
Within the skills category, 26 skills, or 58 percent of the items, 
were suggested as elements of this core of education. These items, 
listed with their strengths of agreement, were as follows: 
Agreement Skill 
64% 1. Advocacy skills 
86% 2. Analytical skills 
93% 4. Assessment skills 
71% 6. Case management skills 
94% 7. Communication skills 
83% 8. Conceptualization skills 
87% 9. Consultation skills 
83% 1 o. Coordination skills 
82% 13. Diagnostic skills 
68% 14. Evaluat: on skills 
79% 1 7. Group facilitation skills 
62% 18. Interpretation skills 
87% 19. Interviewing skills 
90% 20. Leadership skills 
76% 25. Observation skills 
63% 2 7. Organizing skills 
80% 2 9. Personal coping skills 
Agreement Skill 
76% 32. Pl arming skills 
93% 3 3. Problem- solving skills 
79% 34. Program management skills 
63% 3 5. Public relations skills 
91% 38. Relationship-building skills 
84% 42. Therapeutic intervention skills 
72% 43. Training skills 
64% 44. Writing skills 
73% 45. Identification skills 
Within the areas of knowledge category, 60 areas of knowledge, or 
68 percent of the items, were suggested as part of this core of 
education. These items, listed with their strengths of agreement, 
were as follows: 
Agreement Area of Knowledge 
94% 5. Psychology 
94% 7. Social Psychology 
84% 8. Sociology 
81% 9. Abnormal psychology/psychopathology 
89% 11. Child rearing 
87% 13. The Family 
92% 15. Groups 
86% 16. Human growth and development 
88% 1 7. Human sexuality 
71% 18. Law and legal systems 
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Agreement Area of Knowledge 
92% 19. Mental health 
68% 20. Organizations and bureaucracies · 
86% 21. Personality theories 
74% 23. Social change 
69% 2 5. Systems theory 
76% 26. Social deviancy 
85% 2 7. Alcohol abuse 
65% 28. Developmental disabilities 
75% 2 9. Drug abuse 
61 % 30. Learning disabilities 
87% 31. Mental, emotional, and behavioral disturbances 
61 % 35. Community mental health 
78% 36. Mental health delivery systems 
75% 3 7. Mental health financing 
74% 38. Mental health laws, legislation, and guidelines 
62% 39. Mental health manpower 
62% 40. Social policy 
71 % 41. Social service delivery systems, operation, 
organization 
64% 42. Social service financing 
63% 43. Social welfare laws, legislation, and guidelines 
76% 44. Administration 
85% 45. Accountability 
73% 46. Behavior analysis and modification 
78% 48. Casework 
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Agreement Area of Knowledge 
62% 49. Citizen/ consumer participation 
69% 51. Community organization 
78% 52. Confidentiality and civil rights 
84% 53. Conflict resolution 
91% 54. Consultation 
87% 5 5. Continuity of care 
86% 56. Crisis intervention 
82% 59. Evaluation 
88% 60. Family psychotherapy 
88% 61. Group psychotherapy 
81% 62. Group work 
72% 63. Individual psychotherapy 
87% 64. Interpersonal communication and relations 
78% 65. Intervention with alcohol abusers 
66% 66. Intervention with drug abusers 
84% 69. Intervention with the mentally or emotionally disturbed 
81% 74. Prevention 
81% 7 5. Problem-oriented record keeping 
79% 76. Program development 
74% 77. Program management 
89% 78. Problem- solving process 
70% 82. Public relations 
61% 83. Rehabili ta ti on 
61% 86. Social planning 
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Agreement Area of Knowledge 
6 7% 8 7. Social work principles and code of ethics 
81 % 88.. Supervision 
Training Priorities 
For the purposes of determining training priorities, the data was 
analyzed by classifying the components of the future generalizing core 
of Master's level social work practice and education on the basis of 
the mean responses for the items. Items were grouped into ranked 
clusters within each category when the mean responses for at least 
two items fell into the following mean sets: a) 4. 8 - 4. 7; b) 4. 6 - 4. 5; 
c) 4. 4 - 4. 3; d) 4. 2 - 4. l; and 3) 4. 0 - 3. 9. The items in these 
clusters were considered priorities for training Master's level social 
workers specializing in community mental health as a field of practice. 
The use of mean response sets in this analysis, as previously 
explained, was an arbitrary decision. It was a result of a need to 
utilize a measure which was both sensitive to the overall distribution 
of responses and which would facilitate classification of the components 
of the generalizing core into ranked groups. 
Analysis revealed that, by utilizing these criteria, 53 of the 146 
items which defined the generalizing core of practice and education in 
this field, or 36 percent of the items, could be grouped into two 
clusters within each category. Further, 22 additional items could be 
grouped into a third cluster in two categories. The data also revealed 
that the average of the mean responses for the clusters in the RFT 
questionnaire was considerably lower than the average of the mean 
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responses for the first two clusters in the SK questionnaire, or 4. 0 as 
compared to 4. 4. 
On the "Roles, Functions, and Ta .sks" questionnaire, 10 items, 
or 1 7 percent, could be grouped into fir st priority training clusters, 
and an additional 22 items, or 37 percent, could be grouped into 
second priority training clusters. The 32 items in the two clusters 
thus represented 54 percent of all the components of the suggested 
future core of social work practice. 
Within the role category, two items grouped in the first cluster, 
and an additional seven items grouped in the second cluster. The nine 
items represented 64 percent of the core roles suggested by the data. 
The average of the mean responses for both clusters was 4. 0. These 
items were as follows: 
Cluster I 
Cluster II 
Mean 
4.2 
4. 1 
3.9 
3.9 
3.9 
3.9 
3.9 
3. 9 
3.9 
Role 
4. Assessor 
8. Consultant 
1. Administrator 
6. Case Manager 
7. Coordinator 
9. Developer 
13. Group Facilitator 
22. Supervisor 
23. Therapist 
Within the function category, three items grouped in the first 
cluster, and an additional two items grouped in the second cluster. 
The five items represented 63 percent of the core functions suggested 
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by the data. The average of the mean responses for both clusters was 
4. 0. These items were as follows: 
Mean 
4.2 
Cluster I 4. 1 
4. 1 
3. 9 
Cluster II 
3. 9 
Function 
36. Service Deliverer in MED 
program settings 
28. Manager of MED program 
settings 
35. Service Deliverer in 
comprehensive mental health 
program settings 
2 7. Manager of comprehensive 
mental health program 
32. Service Enabler for MED 
program settings 
Within the task category, five items grouped in the first cluster, 
and an additional 13 items grouped in the second cluster. The 18 items 
represented 47 percent of all the core tasks suggested by the data. 
The average of the mean responses for the two clusters was again 4. 0. 
These items were as follows: 
Mean 
4.3 
4.2 
Cluster I 
4.2 
4. 1 
4. 1 
Task 
90. Form working relationships 
with other professionals 
15. Provide case consultation to 
mental heal th services or 
community re.sources 
50. Participate in community 
groups and task forces 
61. Plan intervention strategies 
for working with clients 
90. Write reports 
Mean 
4.0 
4.0 
4.0 
4.0 
3.9 
3.9 
Cluster II 3.9 
3.9 
3.9 
3.9 
3.9 
3. 9 
3.9 
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Task 
3. Analyze a relationship with a 
client 
2 9. Engage in ongoing personal 
and professional growth and 
learning 
34. Monitor · and evaluate the 
progress and needs of clients 
91. Provide leadership to agencies 
or community groups 
8. Assess client needs for mental 
health services 
9. Assess mental health services 
and delivery systems 
16. Provide consultation about 
resources to mental health 
service providers or 
community groups 
20. Provide program consultation 
to community groups or 
63. 
74. 
75. 
77. 
88. 
mental heal th agencies 
Plan services for a client 
Supervise personnel 
Supervise/monitor the pro-
vision of serVices to clients 
Coordinate services for clients 
to insure continuity of care 
Provide therapeutic 
intervention services 
On the "Skills and Areas of Knowledge" questionnaire, 5 items, 
or 6 percent, could be grouped into first priority clusters; 16 items, 
or 19 percent, could be grouped into second priority clusters; and 22 
items, or an additional 26 percent, could be grouped into third priority 
clusters. The 43 items in the three clusters thus represented 51 
percent of all the components of the suggested future core of social 
work education. 
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Within the skills category, two items grouped in the first 
cluster, six items grouped in the second cluster, and seven items 
grouped in a third cluster. The 15 items represented 50 percent of the 
core skills suggested by the data. The average of the mean responses 
for the first two clusters was 4. 4 and for all three clusters was 4. 3. 
These items were as follows: 
Cluster I 
Cluster II 
Cluster III 
Mean 
4.7 
4.5 
4.4 
4.4 
4 . 3 
4.3 
4.2 
4.2 
4.2 
4.2 
4. 1 
4. 1 
4. I 
Skill 
7. Communication skills 
4. Assessment skills 
19. Interviewing skills 
33. Problem- solving skills 
9. Consultation skills 
42. Therapeutic intervention 
2. Analytical skills 
8. Conceptualization skills 
20. Leader ship skills 
skills 
38. Relationship- building skills 
10. Coordination skills 
13. Diagnostic skills 
32. Planning skills 
Within the areas of knowledge category, 3 items grouped in the 
first cluster, 12 items grouped in the second cluster, and an additional 
15 items grouped in a third cluster. The 30 items represented 45 
percent of the core areas of knowledge suggested by the data. The 
average of the mean responses for the first two clusters was 4. 4 and 
for all three clusters was 4. 3. These items were as follows: 
Cluster I 
Cluster II 
Cluster III 
Mean 
4.6 
4.6 
4.6 
4.4 
4.4 
4.4 
4.4 
4.3 
4.3 
4.3 
4.3 
4.3 
4.3 
4.3 
4.3 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
4. 1 
4. I 
4. 1 
4. 1 
4. 1 
4. 1 
4. 1 
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Area of Knowledge 
5. Psychology 
7. Social Psychology 
19. Mental Health 
13. The Family 
15. Groups 
21. Personality theories 
64. Interpersonal communication 
and relations 
16. Human growth and development 
31. Mental, emotional, and 
behavioral disturbances 
53. Conflict resolution 
56. Crisis intervention 
60. Family psychotherapy 
61. Group psychotherapy 
74. Prevention 
78. Problem- solving process 
8. Sociology 
9. Abnormal psychology/ 
psychopathology 
11. Child rearing 
1 7. Human sexuality 
54. Consultation 
55. Continuity of care 
69. Intervention with the mental! y 
or emotionally disturbed 
76. Program development 
2 7. Alcohol abuse 
45. Accountability 
52. Confidentiality and civil rights 
59. Evaluation 
62. Group work 
6 3. Individual psychotherapy 
77. Program management 
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IV. SOCIAL WORKERS AND NON - SOCIAL WORKERS 
The responses of social workers and non-social workers were 
analyzed independent! y by employing the same procedures which were 
utilized in analyzing their combined responses. Initially, the 
responses collected on round three were separated by social work and 
non- social work orientation and compared to the data collected from 
these two groups on round two to determine which group was mo st 
tenacious in holding to its collective views between the two rounds. 
This partially satisfied the fifth objective of the research study. The 
responses were then analyzed to identify those items on which the two 
groups, considered separately, were unable to form group judgments, 
and also to identify those items on which the separate groups were able 
to form judgments, while the combined groups were unable to form 
such judgments. 
The data was next utilized to define the generalizing core of 
social work practice and education suggested by the responses of each 
group and to determine if differences existed in these definitions. This 
accomplished the sixth objective of the research study. Finally, the 
data was analyzed to determine the clusterings of items within each 
category, as indicated by the r~sponses of the separate groups, that 
would suggest priorities for training Master's level social workers, 
and to determine how the composition of the clusters suggested by 
each group differed from each other and from the clusters suggested 
by the combined responses. This accomplished the seventh objective 
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of the re search study. 
Comparison With Round II 
The data indicated that there was no consistent pattern in the 
responses of social workers and non-social workers on round three as 
compared to round two. On the ' 1Roles, Functions, and Tasks" 
questionnaire, social workers were less tenacious than non-social 
workers in holding to their views between rounds. As a result, on 
this questionnaire the amount of convergence on the mode of responses 
from the social work group exceeded the average amount of conver-
gence for the combined group by over one-half, or 9 percent, as 
compared to 5. 9 percent, of convergence. Further, on the RFT 
questionnaire, the social work group had the lowest mean number of 
deviations from the combined mode. 
On the "Skills and Areas of Knowledge" questionnaire, non-
social workers were less tenacious in holding to their views between 
rounds than social workers. On this questionnaire, the non- social 
work group had the lowest mean number of deviations from the mode. 
Thus, group positions were reversed on the two questionnaires. 
However, for the round three responses of social workers on the RFT 
questionnaire, the percent at the mode was highest and the mean 
deviations were lowest, in terms of absolute figures, for either 
questionnaire. 
Data collected from the social work and non-social work groups 
on both rounds and on both questionnaires is reflected in Table IX. 
The following formula was used in conjunction with this data to 
determine the tenacity rates of the two groups: 
TABLE IX 
COMPARISON OF RESPONSES OF SOCIAL WORKERS 
AND NON-SOCIAL WORKERS 
ON ROUNDS II AND III 
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SOCIAL WORKERS NON-SOCIAL WORKERS 
Percent Modal Percent Modal 
Responses Deviati ons Per Responses Deviations Per 
At Mode Questionnaire At Mode Questionnaire 
QUESTIONNAIRE 
RFT Round III 52. 8% 60.9 44. 4% 71. 4 
RFT Round II 43. 8% 72. 5 40. 8% 76.4 
Net Change +9. 0% -11. 6 +3. 6% -5. 0 
SK Round III 46. 4% 71. 2 51. 4% 65. 9 
SK Round II 42. 6% 76.4 44. 1% 74. 3 
Net Change +3. 8% -5. 2 +6. 3% -8. 4 
TABLE X 
TENACITY RATES OF SOCIAL WORKERS 
AND NON-SOCIAL WORKERS 
RFT Questionnaire 
SK Questionnaire 
SOCIAL 
WORKERS 
84. 1 
93.3 
NON-SOCIAL 
WORKERS 
93.4 
88 ~ 7 
COMBINED 
89. 6 
90.8 
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FORMULA I 
TENACITY RATE 
Group =!-
Tenacity Rate 
Group Mean of 
Modal Deviations -
on Questionnaire 2 
Group Mean of 
Modal Deviations 
on Questionnaire 3 x 100 
Group Mean of 
Modal · Deviations 
on Questionnaire 2 
The lower the tenacity rate, the less the tenacity with which group 
views were held to between rounds. Computed rates for the groups 
are reflected in Table X. On the basis of this data, no general 
conclusions could be drawn about the tenacity of the two groups across 
questionnaires. 
Group Judgments 
The process of dichotomizing the scale and applying the three 
criteria regarding group judgments revealed a great many differences 
on both questionnaires between the judgments of the two groups and the 
judgments of the combined responses. There was, however, more 
disagreement between the groups on the "Roles, Functions, and Tasks" 
questionnaire than on the "Skills and Areas of Knowledgen questionnaire, 
by a factor of two to one, or 65 differences to 32 differences. More-
over, on the RFT questionnaire, social workers were much more 
decisive as a group in forming judgments about the items than non-
social workers. On the SK questionnaire, however, non- social 
workers were more decisive than social workers. Thus, on the basis 
of the data reflected in Table XI, no cross-questionnaire generalizations 
141 
could be made about the ability of either group to form judgments. 
An i tern- by-i ten1 analysis of disagreements between the two 
groups revealed that on 31 items in the RFT questionnaire there was 
a substantial difference of opinion between the groups. On this 
questionnaire, all 2 7 of the new judgments of the social work group, 
and four of the six new non-judgments of the group resulted from a 
higher distribution of responses on the 4-5 end of the scale than those 
of the non- social work group. In addition, 11 of the 14 new judgments 
of the non- social work group and 1 7 of the 18 new non-judgments of 
this group were a result of a higher distribution of responses on the 
1-2-3 end of the scale than those of the social work group. Further 
analysis indicated that on 29 of the items characterized by this 
pattern, there was a 2 5 percent difference between the groups in the 
percentage distribution of responses on the two points of the scale. 
This 25 percent response distribution difference also was exhibited by 
two items not characterized by the above pattern. The discrepancies 
on the 31 items, which ranged between 25 and 50 percent with a mean 
of 34 percent, were considered "substantial 11 difference of opinion. 
An item-by-item analysis of the disagreements on the SK 
questionnaire revealed only two items on which there was substantial 
difference of opinion, averaging 2 7 percent. These, again, were 
characterized by higher 4-5 response distribution by the social work 
group than the non- social work group. However, while none of these 
differences were substantial, 14 of the 18 new non-judgments of the 
social work group on this questionnaire were the result of a higher 
distribution of responses from this group on the 1-2-3 end of the scale 
TABLE XI 
GROUP JUDGMENTS OF SOCIAL WORKERS AND NON-SOCIAL WORKERS 
AS COMPARED TO COMBINED RESPONSES 
SOCIAL WORKERS NON-SOCIAL WORKERS 
QUESTION- Net Net 
NAIRE NJ NNJ Change NJ NNJ Change 
RFT Total 27 6 +21 14 18 -4 
Roles 2 1 + 1 1 3 -2 
Functions 1 0 + 1 0 2 0 
Tasks 24 5 +19 13 13 0 
SK Total 2 18 
-16 9 3 +6 
Skills 1 4 
-
3 2 3 -1 
Areas of 
Knowledge 1 14 
-13 7 0 +7 
N J = New Judgments 
N N J = New Non-Judgments ........ ~ 
N 
than those of the non-social work group. No patterns suggested 
themselves in the responses of the non-social work group. 
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The social work group thus rated the di sputed items higher than 
the non- social work group on the RFT questionnaire; that is, on the 
4-5 end of the scale. On the SK questionnaire, the social work group 
tended to rate the disputed items more often on the 1-2-3 end of the 
scale than the non-social work group. Consequently, once again no 
cross-questionnaire generalizations could be made about the 
responses of either group. 
Generalizing Core 
The differences of opinion between social workers and non-social 
workers on the question of group judgments were almost entirely 
reflected i n differences in group definitions of the future generalizing 
core of Master's level social work practice and education in the field 
of community mental health. Of the 65 disagreements on group 
judgments with the combined responses for the RFT questionnaire, 48, 
or 74 percent, were reflected in differing views of the components of 
t he core of practice in ten years. Similarly, of the 32 differences on 
group judgments with the combined responses for the SK questionnaire, 
20, or 63 percent, were reflected in differing views of the components 
of the core of education in ten years. These differing views indicated 
that the social work group had a broader definition of the core of 
practice and a narrower definition of the core of education than the 
combined responses. On the other hand, the non- social work group had 
a narrower definition of the core of practice and only a slightly 
broader definition of the core of education than the combined responses. 
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On the 11 Roles, Functions, and Ta sks 11 questionnaire, the 
differences in the views of social workers and non-social workers 
regarding the generalizing core of practice were, with only four 
exceptions, differences in the responses of the social work group 
broadening, and in the responses of the non-social work group narrow-
ing, the definition of this core. The responses of social workers on 
this questionnaire indicated that 27 items would be included in the core 
of practice defined by the combined responses, as follows: 
Agreement 
66% 
70% 
61% 
75% 
71 % 
66% 
61 % 
66% 
71% 
61% 
70% 
75% 
Role 
10. Diagnostician 
25. Writer 
Function 
29. Manager of MRDD program settings 
Tasks 
1. Analyze a decision-making process {e.g., 
administrative, legislative, or political 
4. Analyze a system or organization 
6. Analyze the structure of a community, county, 
or the state 
13. Assess the training needs of mental health 
personnel 
19. Provide expert testimony 
30. Provide a community education program 
31. Train clients in coping, management, and 
maintenance skills 
32. Train personnel in mental health agencies 
40. Develop comprehensive mental health service 
centers 
Agreement 
61% 
70% 
75% 
61 % 
75% 
71% 
71 % 
66% 
66% 
75% 
61 % 
70% 
85% 
70% 
85% 
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Tasks 
41. Develop an emergency mental health service 
42. Develop a mental health information and 
referral service 
44. Develop policies, procedures, and guidelines 
for mental health services and agencies 
45. Develop programs to prevent mental and 
emotional disturbances, developmental 
disabilities, mental retardation, or alcohol 
and drug addiction 
53. Plan a budget for a rn.ental health agency or 
program 
54. Plan and design a coordinated system of 
mental health services 
5 5. Plan and de sign the program of a mental heal th 
agency 
58. Plan an evaluation design for a mental health 
service or delivery system 
66. Establish standards of performance for mental 
health agencies, personnel, and services 
68. Explain programs of mental health agency to 
personnel 
70. Modify a plan, policy, or program on the basis 
of re search and evaluative feedback 
71. Monitor the implementation of laws, regula-
tions, policies, or procedures 
73. Recruit, hire, and organize personnel in a 
mental health agency 
80. Negotiate contracts with clients 
82. Provide assessment services 
In addition, these same responses indicated that two items would be 
excluded from the definition of core tasks, as follows: 
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Tasks 
62. Plan intervention strategies for working with 
communities, organizations, and systems 
76. Advocate on behalf of clients for improved 
benefits and services 
Therefore, if only the views of social workers were considered, there 
would be a net increase of 2 5 in the number of items defining the future 
core of Master's level social work practice in this field. This would 
result in a total of 85 of the 129 items in the RFT questionnaire, or 
66 percent. 
The responses of non-social workers on the RFT questionnaire, 
in contrast to those of social workers, suggested that 17 items would 
be excluded from the core of practice defined by the combined 
responses, as follows: 
Role 
4. Assessor 
1 7. Organizer 
18. Planner 
Functions 
31. Service Enabler for comprehensive mental 
health program settings 
34. Service Deliverer in A&DP program settings 
Tasks 
2. Analyze a policy, program, or budget 
7. Conduct a diagnostic analysis 
18. Provide consultation regarding a target 
population 
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Tasks 
34. Monitor and evaluate the progress and needs 
of clients 
36. Identify communities and populations in need 
of mental health services 
46. Mobilize community support for mental health 
services and target populations 
4 7. Organize new mental health services or 
programs in communities 
49. Organize task forces 
59. Plan goals and measurable objectives for 
mental health agencies, delivery systems, or 
services 
66. Establish priorities for allocating limited 
resources 
69. Manage a budget for a mental health agency 
or program 
74. Supervise personnel 
In addition, these same responses indicated that two items would be 
included in the definition of core tasks, as follows: 
Agreement 
64% 
60% 
Tasks 
78. Mediate between client and service systems 
70. Mobilize community resources on behalf of 
clients 
Therefore, if only the views of non-social workers were. considered, 
there would be a net decrease of 15 in the number of items defining the 
future core of Master's level social work practice in this field. This 
would result in a total of 45 of the 129 items in the RFT questionnaire, 
or 35 percent, which is only slightly more than one-half as many items 
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as were suggested by the responses of social workers. 
On the 11 Skills and Areas of Knowledge 11 questionnaire, the 
differences in the views of social workers and non-social workers 
regarding the generalizing core of education were, with only two 
exceptions, differences in the responses of the social work group 
narrowing, and the responses of the non- social work group broadening, 
the definition of this core. Thus, the responses of social workers 
suggested that 14 items would be excluded from the core of education 
defined by the combined responses, as follows: 
Skill 
18. Interpretation skills 
2 7. Organizing skills 
Area of Knowledge 
30. Learning disabilities 
35. Community mental health 
39. Mental health manpower 
40. Social Policy 
41. Social service deli very systems 
43. Social welfare laws, legislation, and 
guidelines 
49. Citizen/ consumer participation 
51. Community organization 
62. Group work 
81. Rehabilitation 
86. Social planning 
8 7. Social work principles and code of ethics 
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In addition, these same responses indicated that one area of knowledge 
would be included in this definition, as follows: 
Agreement 
91% 
Area of Knowledge 
12. Environmental/ ecological psychology 
Therefore, if only the views of social workers were .considered, there 
would be a net decrease of 13 in the number of items defining the future 
core of Master's level social work education in this field. This would 
result in a total of 73 of the 133 items in the SK questionnaire, or 55 
percent. 
The responses of non-social workers on the SK questionnaire, in 
contrast to those of social workers, indicated that four items would be 
included in the core of education defined by the combined responses, 
as follows: 
Agreement 
67% 
64% 
63% 
61% 
Skill 
28. Outreach skills 
Area of Knowledge 
SO. Client/ consumer advocacy 
67. Intervention with the developmentally disabled 
68. Intervention with the mentally retarded 
In addition, these same responses suggested that one item would be 
excluded from this definition, as follows: 
Skill 
14. Evaluation skills 
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Therefore, if only the views of non-social workers were considered, 
there would be a net increase of three in the number of items defining 
the future core of Master's level social work education in this field. 
This would result in a total of 89 of the 133 items in the SK question-
naire, or 67 percent, which is nearly one-fourth again as many items 
as were suggested by the responses of social workers. 
Traini n g Priorities 
The analysis of the responses of social workers and non-social 
workers to determine training priority clusters revealed major dis-
agreements between the two groups regarding the overall composition 
of these clusters on the "Roles, Functions, and Tasks" questionnaire 
and minor, but nevertheless apparent, disagreements regarding the 
composition of these clusters on the "Skills and Areas of Knowledge" 
questionnaire. The responses on the RFT questionnaire further 
indicated substantial differences in the group ratings of 28 of the 53 
i tems which were considered priorities by the two groups, or 5 3 
percent. These were reflected in differences of 0. 5 or more in the 
mean responses of the two groups for these 28 items, and were also 
reflected in a 0. 5 difference between the two groups in the average of 
the mean responses for all the training priorities on this questionnaire. 
The group responses on the SK questionnaire indicated only two sub-
stantial differences between the two groups, and no difference between 
groups in the average of the mean responses for all the training 
priorities. 
On the "Roles, Functions, and Tasks" questionnaire, the 
responses of social workers and non-social workers suggested quite 
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different groupings of items in the first two priority clusters. The 
responses of the social work group indicated that 10 items could be 
grouped into first priority clusters, while an additional 18 items could 
be grouped into second priority clusters. The 28 items represented 
3 3 percent of the components of the cor i-: of practice defined by the 
responses of this group. The responses of the non-social work group 
also suggested that 10 items could be g rouped into first priority 
clusters and an additional 15 in second priority clusters. The 25 
items represented 56 percent of the items i n the core of practice 
defined by the responses of this group. 
The average mean response of the 28 items clustered by social 
workers on the RFT questionnaire was 4. 4, while the average mean 
response of the 25 items clustered by non-social workers was 3. 9. 
Moreover, there were only 12 priority items held in common by the 
two groups, while 41 items were not held in common at all. Of these 
latter items, there were 1 7 substantial differences between the mean 
responses of the two groups. The average difference on these 1 7 
items was 0. 6, and all were characterized by a lower mean response 
by the non- social work group than the social work group. Consequent! y, 
of the 39 differences between the clusters suggested by the responses 
of the two groups and those suggested by the combined responses, only 
five, or 13 percent, represented shifts of items between clusters, 
while 10, or 26 percent, represented the addition of new items, and 
24, or 62 percent, represented the deletion of items from the clusters. 
The magnitude of differences between the two groups that is reflected 
by this data indicated a need for a direct comparison of the composi-
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tions of the training priority clusters suggested by each group on this 
questionnaire~ 
Within the roles category, the responses of social workers 
grouped three items in the first cluster and two items in the second 
cluster, with an average mean response for the five items of 4. 3, as 
follows: 
Mean Role 
4.5 4. Assessor 
Cluster I 4.3 8. Consultant 
4. 3 2 2 . Supervisor 
~- 1 8. Administrator 
Cluster II 
4. 1 23. Therapist 
In the same category, the responses of non-social workers grouped 
four items in the first cluster and five items in the second cluster, 
with an average mean response for the nine items of 3. 8. Thus, the 
difference between the two groups on this category was 0. 5. These 
items were as follows: 
Mean Role 
4.0 8. Consultant 
3. 9 6. Case Manager 
Cluster I 
3. 9 7. Coordinator 
3.9 1 3. Group Facilitator 
3.8 2. Advocate 
Cluster II 
3.8 9. Developer 
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Mean Role 
3. 7 1. Administrator 
Cluster II 3. 7 12. Evaluator 
3. 7 23. Therapist 
----------------------------------------------------
Within the functions category, the responses of social workers 
grouped two items in the first cluster and two items in the second 
cluster, with an average mean response for the four items of 4. 4, as 
follows: 
Cluster I 
Cluster II 
Mean 
4.5 
Function 
35. Service Deliverer in comprehensive 
mental health settings 
4. 5 36. Service Deliverer in MED program 
settings 
4. 3 28. Manager of MED program settings 
4. 3 29. Service Enabler for MED program 
settings 
In the same category, the responses of non-social workers grouped 
three items in the first cluster and two in the second cluster, with an 
average mean response for the five items of 3. 8. There was thus a 
0. 6 difference between the two groups on this category. These items 
were as follows: 
Cluster I 
Mean 
4.0 
Function 
36. Service Deliverer in MED program 
settings 
3. 9 28. Manager of MED program settings 
Cluster I 
Cluster II 
Mean 
3.9 
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Function 
2 5. Service Deliverer in comprehensive 
settings 
3. 7 36. Manager of A&DP program settings 
3. 7 3 7. Service Deliverer in MRDD program 
settings 
Within the task category, the responses of social workers 
grouped 5 items in the first category and 14 items in the second 
category, with an average mean response for the 19 items of 4. 2, as 
follows: 
Cluster I 
Cluster II 
Mean Task 
4.5 61. Plan intervention strategies for 
working with clients 
4.4 15. Provide case consultation 
4.4 90. Form working relationships with 
other professionals 
4.3 91. Provide leader ship to agencies or 
community groups 
4. 3 92. Write reports 
4. 2 34. Monitor and evaluate the progress 
and needs of clients 
4. 2 57. Plan and design the program of a 
4.2 
mental health agency 
59. Plan goals and nrnasurable objec-
tives for mental health agencies, 
delivery systems, or services 
4. 2 60. Plan goals and measurable objec-
tives with clients 
4. 2 65. Establish priorities for allocating 
limited resources 
Cluster II 
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Mean Task 
4. 2 74. Supervise personnel 
4. 2 88. Provide therapeutic intervention 
services 
4. 1 3. Analyze a relationship with a client 
4. 1 16. Provide consultation about re sources 
4. 1 29. Engage in ongoing personal and 
4. 1 
professional growth 
50. Participate in community groups 
and task forces 
4. 1 54. Plan and de sign a · coordinated 
system of mental health services 
4. 1 66. Establish standards of performance 
for mental health agencies, 
personnel, and services 
4. 1 75. Supervise/monitor the provision of 
service to clients 
In this same category, the responses of non-social workers grouped 
three items in the first category and eight in the second, with an 
average mean response rate for the 11 items of 4. 0, as follows: 
Cluster I 
Cluster II 
Mean Task 
4.3 50. Participate in community groups and 
task forces 
4.2 90. Form working relationships with 
other professionals 
4. 1 15. Provide case consultation 
4. 0 92. Write reports 
3.9 
3. 9 
3. Analyze a relationship with a client 
8. Assess client needs for mental 
health services 
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Mean Task 
3.9 9. Assess mental health services and 
deli very systems 
3. 9 29. Engage in ongoing growth 
Cluster II 3. 9 63. Plan services for a client 
3. 9 77. Coordinate services for clients to 
insure continuity of care 
3.9 84. Provide follow-up services 
On the "Skills and Areas of Knowledge" questionnaire, the 
responses of social workers and non- social workers suggested 
essentially similar groupings of items in the three priority clusters, 
with several important differences in each category. The responses of 
the social work group indicated that 38 items could be grouped in three 
priority clusters. These items represented 52 percent of the 
components of the core of practice defined by the responses of this 
group. The responses of the non- social work group indicated that 34 
items could be grouped in three priority clusters. These items 
represented 38 percent of the components of the core of education 
defined by the responses of this group. 
The average of the mean responses for the items clustered by the 
two groups were virtually identical. Further, there were 41 priority 
items held in common, while only 21 items were not held in common 
at all. Of these latter items, there were only two items on which the 
mean response differences of the groups was 0. 5. Consequently, of 
the 45 differences between the clusters suggested by the responses of 
the two groups and those suggested by the combined responses, 27, or 
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60 percent, represented shifts of :items between clusters, while only 
nine, or 2 0 percent, represented the introduction of new items into 
the clusters, and another nine, or 20 percent, represented the deletion 
of items from the clusters. 
Within the skills category, there were ten differences between 
the clusters suggested by the responses of the two groups and those 
suggested by the combined responses. The responses of the social 
work group indicated three changes within the clusters, the addition of 
one item and the deletion of one item, as follows: 
Mean Skills 
Cluster I 4.5 1 9. Interviewing skills (up) 
4. 4 13. Diagnostic skills (up) 
Cluster II 
4. 3 38. Relationship building skills (up) 
Cluster III 4. 1 25. Observation skills (new) 
Deleted 10. Coordination skills 
In the same category, the responses of the non-social work group 
indicated one change within the clusters, the addition of three new 
items, and the deletion of one item, as follows: 
Mean Skills 
Cluster II 4.4 4. Assessment skills (down) 
4. 1 6. Case management skills (new) 
Cluster III 4. 1 1 7. Group facilitation skills (new) 
4. 1 45. Identification skills (new) 
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Skills 
Deleted 13. Diagnostic skills 
Within the areas of knowledge category there were 33 differences 
between the clusters suggested by the responses of the two groups and 
those suggested by the combined responses. The responses of the 
social work group indicated ten changes within the clusters, the 
addition of three items, and the deletion of two items, as follows: 
Mean Area of Knowledge 
4. 5 16. Human growth and development (up) 
Cluster I 4.5 21. Personality theories (up) 
4. 5 60. Family psychotherapy (up) 
4.4 11. Child rearing (up) 
4.4 69. Intervention with the mentally or 
emotionally disturbed (up} 
Cluster II 4.4 78. Problem-solving process (up) 
4.3 1 5. Groups (down) 
4.3 54. Consultation (up) 
4.3 59. Evaluation {up) 
4.2 74. Prevention (down) 
4. 1 36. Mental health delivery systems (new) 
Cluster III 4. 1 38. Mental health laws, legislation, and 
guidelines (new) 
4. 1 48. Casework (new) 
Deleted 2 7. Alcohol abuse 
62. Group work 
--------------------------------------~-------------------
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In the same category, the responses of the non-social work group 
indicated 11 changes within the clusters, the addition of two items, and 
the deletion of five items, as follows: 
Cluster I 
Cluster II 
Cluster III 
Deleted 
Mean Area of Knowledge 
4. 5 15. Groups {up) 
4. 5 64. Interpersonal communication and 
relations (up) 
4. 4 62. Group work (up) 
4.3 5 5. Continuity of care (up) 
4. 3 76. Program development (up) 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
4.2 
16. Human growth and development 
(down) 
23. Social change (new) 
31. Mental, emotional, and behavioral 
differences (down) 
53. Conflict resolution (down) 
5 6. Crisis intervention (down) 
60. Family psychotherapy (down) 
78. Pro bl em- solving process {down) 
87. Social work principles and code of 
ethics (new) 
45. Accountability 
6 3. Individual psychotherapy 
59. Evaluation 
69. Intervention with the mentally or 
emotionally disturbed 
77. Program management 
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V. PLANNERS, MANAGERS, AND DEVELOPERS 
The responses of planners, managers, and developers were 
analyzed independent! y by employing the same procedures which were 
utilized in analyzing their combined responses. Initially, the 
responses collected on round three were separated by occupational 
groupings and compared to the data coll e cted from these groups on 
round two to determine which group was rnost tenacious in holding to 
its collective views between the two rounds. This completely 
accomplished the fifth objective of the research study. The responses 
were then analyzed to identify those items on which the three groups, 
considered separately, were unable to form judgments, and also to 
determine those items on which the separate groups were able to form 
judgments, while the combined groups were unable to form such 
judgments. 
The data was next utilized to define the generalizing core of 
social work practice and education suggested by the responses of each 
group and to determine if differences existed in these definitions. This 
accomplished the eighth research objective of the study. Finally, the 
data wa·s analyzed to determine the clusterings of items within each 
category, as indicated by the responses of the separate groups, that 
would suggest priorities for training Master's level social workers, 
and to determine how the composition of the clusters suggested by each 
group differed from each other and from the clusters suggested by the 
combined responses. This accomplished the ninth and last objective 
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of the re search study. 
Comparison With Round II 
The data indicated that, as with social workers and non-social 
workers, there was no consistent pattern in the responses of the three 
groups on round three as compared to round two. On the "Roles, 
Functions, and Tasks" questionnaire, managers and developers were 
equally tenacious in holding to their views between rounds, while 
planners were the least tenacious group. Their tenacity rate of 82. 1 
was the lowest rate on either questionnaire in the present comparison 
or in the social work/ non- social work comparison. Further, on round 
three for this questionnaire, tke planner group had the lowest mean 
number of deviations f~om the mode of the three groups, while the 
manager group had the highest mean number of deviations. On both 
rounds, the managers had the highest deviations from the mode, in 
absolute numbers, for either questionnaire. 
On the "Skills and Areas of Knowledge" questionnaire, the 
managers were the least tenacious group in holding to their views, 
followed by the developers and planners, in that order. The planner 
group, which was the least tenacious of the groups on the RFT 
questionnaire, was thus the mo st tenacious group on the SK question-
naire. In this same questionnaire, the managers had the lowest mean 
number of deviations from the modal response, while the developers 
had the highest. Consequently, no general conclusions could be drawn 
a bout the tenacity of the groups across questionnaires. This data is 
summarized on Tables XII and XIII. 
TABLE XII 
COMPARISON OF RESPONSES OF PLANNERS, MANAGERS, AND DEVELOPERS 
ON ROUNDS II AND III 
PLANNERS MANAGERS DEVELOPERS 
Percent Modal Percent Modal Percent Modal 
Responses ·Deviations per Responses Deviations per Responses Deviations per 
QUESTION- At Mode Questionnaire At Mode Questionnaire At Mode Questionnaire 
NAIRE 
RFT Round III 51.8% 62.2 45. 9% 69. 9 46. 9% 68. 5 
RFT Round II 44.9% 75.8 40. 1% 77.2 41. 3% 75. 7 
Net Change +6. 9% -13. 6 +5. 8% - 7. 3 +s. 6% -7. 2 
SK Round III 50. 8% 65.4 48. 8% 63.4 46. 6% 71. 1 
SK Round II 45. 7% 72.2 43. 5% 70. 9 41. 4% 78.0 
Net Change +s. 1% -6.8 +5. 3% - 7. 5 5. 2% -6. 9 
TABLE XIII 
TENACITY RATES OF PLANNERS, MANAGERS, AND DEVELOPERS 
PLANNERS MANAGERS DEVELOPERS COMBINED 
RFT Questionnaire 82. 1 90. 5 90.5 89.6 
SK Questionnaire 91. 6 89.4 91. 2 90.8 
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Group Judgments 
As in the case of the social work and non-social work groups, 
the process of dichotomizing the scale and applying the criteria 
regarding group judgments revealed a great many differences on both 
questionnaires between the three occupational groups and the combined 
questionnaire responses. Further, unlike the earlier comparison, the 
amount of disagreement on both questionnaires was virtually identical. 
On the "Roles, Functions, and Tasks" questionnaires, managers 
as a group were much more indecisive than either the planners or the 
developers. Moreover, on this questionnaire, the developers were 
somewhat more decisive in forming judgments as a group than were 
the planners. On the "Skills and Areas of Knowledge" questionnaire, 
managers as a group were again the most indecisive, but only slightly 
moreso than developers. Thus, on the SK questionnaire, the planner 
group was the most decisive of the three groups. These patterns are 
reflected in Table XIV. 
On the basis of this data it could be concluded that, on both 
questionnaires, managers were the most indecisive of the three groups 
in forming group judgments. The data did not permit cross-question-
naire generalizations about the ability of the other two groups to form 
judgments. 
An item-by-item analysis of the disagreements ·between the three 
groups revealed that on the RFT questionnaire, 18 of the 20 new 
judgments, and four out of the six new non-judgments of the developer 
group were a result of a higher distribution of responses on the 4-5 end 
of the dichotomized scale than those of the other two groups combined. 
TABLE XIV 
GROUP JUDGMENTS OF PLANNERS, MANAGERS, AND DEVELOPERS 
AS COMPARED TO COMBINED RESPONSES 
PLANNERS MANAGERS DEVELOPERS 
QUESTIONNAIRE Net Net Net 
NJ NNJ Change NJ NNJ Change NJ NNJ Change 
RFT Total 14 5 + 9 12 17 -5 20 6 +14 
Roles 0 1 
-
1 1 4 -3 1 0 + 1 
Functions 1 1 0 0 0 0 0 2 - 2 
Tasks 13 3 +10 11 13 
-2 19 4 +15 
SK Total 13 9 + 4 13 22 -9 7 14 - 7 
Skills 2 5 
-
3 4 8 -4 3 2 + l 
Areas of 
Knowledge 1 1 4 + 7 9 14 -5 4 12 
-
8 
N J = New Judgments 
N N J = New Non-Judgments 
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At the same time, while the new judgments of both the planner and 
manager groups were almost evenly split between the 1-2-3 point and 
the 4-5 point, ·all five of the new non-judgments of the planner group 
and 14 of the 1 7 new. non-judgments of the manager group were the 
result of a higher distribution of responses on the 1-2-3 end of the 
scale than those of the other two groups, respectively, combined. 
On the SK questionnaire, five of the seven new group judgments 
formed by the developers were sim~larly a result of a higher distri-
bution on the 4-5 end of the scale, while there was no pattern in their 
new non-judgments. At the same time, 11 of the 13 new judgments, 
and seven of the nine new non-judgments of the planner group al so 
resulted from such a higher distribution on the 4-5 end of the scale. 
On the other hand, 9 of the 11 new judgments, and 19 of the 22 new 
non-judgments of the manager group resulted from a higher distribu-
tion on the 1-2-3 end of the scale than those of the other two groups 
combined. 
On the basis of this data, it was possible to conclude that on 
both questionnaires the developer group generally rated the disputed 
items higher than the other two groups. Further, on both question-
naires, the manager group generally rated the disputed items lower 
than the other two groups combined. No cross-questionnaire 
generalization was possible concerning the responses of the planner 
group. 
The item-by-item analysis further suggested that the differences 
between the groups in forming group judgments often were reflective 
of major differences of opinion. Thus, on the RFT questionnaire 
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there were 2 7 items on which there was a substantial difference in the 
distribution of responses on the items between at least two groups. 
"Substantial'' was again defined as a 2 5 percent difference in 
response distribution, either between the 1-2-3 point and the 4-5 
point or within these points. On 6 of these 2 7 items, there was a 
substantial difference between one group and both of the other groups. 
In two cases this was the planner group; and in the other four, the 
manager group. Interestingly enough, in all six cases, the response 
distributions of the other two groups were greater on the 4-5 end of 
the scale, while the distributions of the planners or managers, 
respectively, were more toward the 1-2-3 end of the scale. By 
including these 6 items, it was found that on the 2 7 items, there were 
16 substantial differences of opinion, averaging 29 percent, between 
planners and managers; 10 such differences, averaging 31 percent, 
between managers and developers; and 7 such differences, averaging 
29 percent, between developers and planners. Thus, there were 
almost four times as many major disagreements between the managers 
and the other two groups as there were between these two groups. 
On the "Skills and Areas of Knowledge" questionnaire, the 
amount of substantial disagreement between groups on disputed items 
was even greater than on the RFT questionnaire. Thus, there were 
38 items on which there was at least a 25 percent difference in 
response distributions, and four of these items involved substantial 
differences between one group and both of the other two groups. 
Again, the planner and manager groups were the focus of these 
differences, each in two instances. Unlike the RFT questionnaire, 
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however, the responses of planners or managers, respectively, were 
distributed more toward the 4-5 end of the scale in three of these four 
cases. By including these four items, it was found that on the 38 
items there were 21 substantial differences of opinion, averaging 33 
percent, between planners and managers; 17 such differences, 
averaging 29 percent, between managers and developers; and 4 such 
differences, averaging 27 percent, between developers and planners. 
Thus, there were over nine times as many major disagreements 
between the managers and the other two groups as there were between 
these two groups. 
Generalizing Core 
As in the case of the social work and non-social work groups, 
most of the substantial differences of opinion between the three 
occupational groups on the question of group judgments were reflected 
in differing group definitions of the future generalizing core of 
Master's level social work practice and education in the field of 
community mental health. Of 74 disagreements on group judgments 
with the combined responses on the RFT questionnaire, 52, or 69 
percent, were reflected in differing views of the components of the 
core of practice in ten years. Of 78 disagreements on group judg-
ments with the combined responses on the SK questionnaire, 45, or 
58 percent, were reflected in differing views of the components of the 
core of education in ten years. These differing views indicated that 
the planner group had a broader definition of the core of education 
than the combined responses, that the manager group had a narrower 
definition of both the core of practice and the core of education than 
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the combined responses, and that the developer group had a broader 
definition of the core of practice than the combined responses. 
On the "Roles, Functions, and Tasks 11 questionnaire, the 
principal differences in the views of the three groups regarding the 
generalizing core of practice were, with only eight exceptions, 
differences in the responses of the manager group narrowing, and the 
responses of the developer group broadening, the definition of this 
core. The responses of planners on thi s questionnaire indicated that 
seven items would be included in the core of practice defined by the 
combined responses, as follows: 
Agreement 
67% 
66% 
79% 
66% 
61% 
61% 
61% 
Task 
6. Analyze the structure of a community, county, 
or the state 
3 7. Identify people in need of mental health or 
social services 
52. Write proposals for funding of a mental health 
service 
5 3. Plan a budget for a mental health agency or 
program 
54. Plan and design a coordinated system of 
mental health services 
72. Negotiate contracts with funding bodies or· 
service providers · 
78. Mediate between client and service systems 
In addition, these same responses suggested that five items would be 
excluded from this definition, as follows: 
Role 
24. Trainer 
Function 
31. Service Enabler for comprehensive mental 
health program settings 
Task 
2. Analyze a policy, program, or budget 
4 7. Organize new mental health services or 
programs in communities 
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59. Plan goals and measurable objectives for 
mental health agencies, services, or delivery 
systems 
Therefore, if only the views of planners were considered, there would 
be a net increase of two in the munber of items defining the future core 
of Master's level social work practice in this field. This would result 
in a total of 62 of the 129 items in the RFT questionnaire, or 48 
percent. 
The responses of managers on the RFT questionnaire indicated 
that 14 i terns would be excluded from the core of practice defined by 
the combined responses, as follows: 
Role 
12. Evaluator 
1 7. Organizer 
18. Planner 
Task 
7. Conduct a diagnostic analysis 
46. Mobilize community support for mental health 
services and target populations 
4 7. Organize new mental health services or 
programs in communities 
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Task 
49. Organize task forces 
62. Plan intervention strategies for working with 
communities, organizations, and systems 
63. Plan services for a client 
64. Coordinate mental health programs and 
agencies 
69. Manage a budget for a mental health agency or 
program 
76. Advocate on behalf of clients 
7 7. Coordinate services for clients to insure 
continuity of care 
86. Provide screening services 
In addition, these same responses indicated that seven items would be 
included in this definition, as follows: 
Agreement 
65% 
65% 
66% 
71% 
64% 
64% 
64% 
Task 
I. Analyze a decision-making process 
4. Analyze a system or organization 
40. Develop comprehensive mental health service 
centers 
44. Develop policies, procedures, and guidelines 
for mental health agencies and services 
58. Plan an evaluation design for a mental health 
service or delivery system 
73. Recruit, hire, and organize personnel in a 
mental health agency 
82. Provide Assessment services 
Therefore, if only the views of managers were considered, there 
would be a net decrease of seven in the number of items defining the 
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future core of Master's level social work practice in this field. This 
would result in a total of 53 of the 129 items in the RFT questionnaire, 
or 41 percent. 
The responses of developers on the RFT questionnaire, in 
contrast to those of managers, indicated that 18 items would be 
included in the core of practice defined by the combined responses, as 
follows: 
Agreeme nt 
61% 
65% 
61% 
70% 
80% 
65% 
61% 
61% 
6 5% 
6 1% 
61% 
61% 
Function 
29. Manager of MRDD program settings 
Task 
6. Analyze the structure of a community, county, 
or the state 
14. Provide achninistrative consultation 
30. Provide a comnrnnity education program 
31. Train clients in coping, management, and 
maintenance skills 
40. Develop comprehensive mental health service 
centers 
42. Develop a m e ntal health information and 
referral service 
44. Develop policies, procedures, and guidelines 
for mental health services 
52. Write proposals for funding a mental health 
service 
53. Plan a budget for a mental health agency or 
program 
68. Explain programs of a mental health agency 
to personnel 
70. Modify a plan, policy, or program on the basis 
of evaluative feedback 
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Agreement Task 
61% 71. Monitor the implementation of law regulations, 
policies, or procedures 
65% 
70% 
65% 
75% 
61% 
73. Recruit, hire, and organize personnel in a 
mental health agency 
78. Mediate between clients and service systems 
79. Mobilize community resources on behalf of 
client 
80. Negotiate contracts with clients 
82. Provide assessment services 
In addition, these same responses indicated that one item would be 
excluded from this definition, as follows: 
Function 
34. Service Deliverer in A&DP program settings 
Therefore, if only the views of developers were considered, there 
would be a net increase of 1 7 in the number of items defining the future 
core of Master's level social work practice in this field. This would 
result in a total of 77 of the 129 items in the RFT questionnaire, or 
60 percent, which is one-half again as many items as were suggested 
by the responses of managers, and one-fourth again as many items as 
were suggested by the responses of planners. 
On the ' 1Skills and Areas of Knowledgerr questionnaire, the 
principal differences in the views of the three groups regarding the 
generalizing core of education were, with only four exceptions, 
differences in the responses of the planner group broadening, and the 
responses of the manager group narrowing, the definition of this core. 
The responses of planners on this questionnaire indicated that ten 
items would be included in the core of practice defined by the 
combined responses, as follows: 
Agreement 
73% 
67% 
73% 
72% 
Skill 
12. Development skills 
24. Negotiation skills 
Area of Knowledge 
14. Government 
24. Social structure and institutions 
Area of Knowledge 
3 3. Poverty 
50. Client/ consumer advocacy 
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62% 
62% 
73% 
62% 
64% 
78% 
67. Intervention with the developmentally disabled 
68. Intervention with the mentally retarded 
71. Normalization and life span planning 
85. Social forecasting 
In addition, these same responses indicated that two items would be 
excluded from this definition, as follows: 
Skill 
18. Interpretation skills 
Area of Knowledge 
30. Learning Disabilities 
Therefore, if only the views of planners were considered, there would 
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be a net increase of eight in the number of items defining the future 
core of Master's level social work education in this field. This would 
result in a total of 94 of the 133 items in the SK questionnaire, or 71 
percent. 
The responses of managers on the SK questionnaire, in contrast 
to those of planners, indicated that 19 items would be excluded from 
the core of education defined by the combined responses, as follows: 
Skill 
14. Evaluation skills 
1 7. Group facilitation skills 
18. Interpretation skills 
2 7. Organizing skills 
32. Planning skills 
34. Program management skills 
3 5. Public relations skills 
Area of Knowledge 
18. Law and legal systems 
28. Developmental disabilities 
38. Mental health laws 
39. Mental health manpower 
40. Social policy 
41. Social service delivery systems 
42. Social service financing 
46. Behavior analysis and modification 
49. Citizen/ consumer participation 
Area of Knowledge 
65. Intervention with alcohol abusers 
66. Intervention with drug abusers 
8 3. Rehabilitation 
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In addition, these same responses indicated that two items would be 
included in this definition, as follows: 
Agreement 
73% 
66% 
Skill 
30. Personal management skills 
3 7. Record-keeping skills 
Therefore, if only the views of managers were considered, there 
would be a net decrease of 1 7 in the number of items defining the 
future core of Master's level social work education in this field. 
This would result in a total of 69 of the 133 items in the SK question-
naire, or 52 percent, which is only two-thirds as many items as were 
suggested by the responses of planners. 
The responses of developers on the SK questionnaire indicated 
that five items would be included in the core of education defined by 
the combined responses, as follows: 
Agreement 
62% 
64% 
62% 
66% 
Skill 
2 8. Outreach skills 
Area of Knowledge 
12. Environmental/ ecological psychology 
67. Intervention with the developmentally disabled 
68. Intervention with the mentally retarded 
Agreement 
62% 
Skill 
71. Normalization and life span planning 
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In addition, these same responses indicated that seven items would be 
excluded from this definition, as follows: 
Skill 
2 7. Organizing skills 
Area of Knowledge 
20. Organizations and bureaucracies 
3 5. Community mental heal th 
40. Social policy 
43. Social welfare laws, legislation, and guidelines 
49. Citizen/ consumer participation 
8 7. Social work principles and code of ethics 
Therefore, if only the responses of developers were considered, 
there would be a net decrease of two in the number of item.s defining 
the future core of Master's level social work education in this field. 
This would res ult in a total of 84 of the 133 items, or 6 3 per cent, 
which is one-fourth again as many items as were suggested by the 
responses of managers. 
Training Priorities 
The analysis of the responses of planners, managers, and 
developers to determine training priority clusters revealed some 
major disagreements between the three groups on the "Roles, 
Functions, and Tasks" questionnaire regarding the overall 
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composition of these clusters. In contrast to the social work/non-
social work comparison, this analysis also revealed major 
disagreements on the 11 Skills and Areas of Knowledge" questionnaire 
regarding the composition of these clusters. The responses on the 
RFT questionnaire further indicated substantial differences in the 
group ratings of 22 of the 74 items which were considered priorities 
by the three groups, or 30 percent. These were reflected, for the 22 
items, in a difference of 0. 5 or more in the mean responses of two of 
the groups. Moreover, the group responses on the SK questionnaire 
indicated substantial differences in the group ratings of 28 of the 1 04 
items which were considered priorities by the three groups, or 27 
percent. These, too, were reflected, for the 28 items, in a difference 
of 0. 5 or more in the mean responses of two of the groups. There 
were no substantial differences between the three groups on either 
questionnaire in the average of the mean responses for all the training 
priorities. 
On the "Roles, Functions, and Tasks" questionnaire, the 
responses of planners, managers, and developers suggested somewhat 
different groupings of items in the first two priority clusters. The 
responses of the planner group indicated that 13 items could be 
grouped in first priority clusters, while an additional 18 items could 
be grouped into second priority clusters. The 31 items represented 
50 percent of the components of the core of practice defined by the 
responses of this group. The responses of the manager group indica-
ted that 8 items could be grouped into first priority clusters, and an 
additional 12 items could be grouped into second priority clusters. 
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These 20 items represented 38 percent of the components of the core 
of practice defined by the responses of this group. Finally, the 
responses of the developer group indicated that 7 items could be 
grouped into first priority clusters, while an additional 17 items 
could be grouped into second priority clusters. These 24 items 
represented 31 percent of the components of the core of practice 
defined by the responses of this group. 
The average of the mean responses of items clustered by the 
planner group, the manager group, and the developer group were 
virtually identical at 4. 0, 4. 1, and 4. 1, respectively. Moreover, 
there were 9 priority items held in common by all three groups, and 
a total of 21 priority items held in common by at least two groups, 
while 20 items in these clusters were not held in common at all. 
Further, there were 18 items for which there were substantial 
differences in the mean responses on the items between at least two 
groups; and on four of the items there were substantial differences in 
the mean responses o:ri the items between at least two groups; and on 
four of the items there were substantial differences in the mean 
responses on the items between one group and both of the other two. 
The average difference of these 22 total cases was 0. 6. 
All seven of the substantial differences between planners and 
managers were characterized by a lower mean response by the 
manager group than the planner group. Further, all eight of the 
differences between managers and developers were similarly 
characterized by a lower mean response by the manager group than 
the developer group. At the same time, the differences between 
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planners and developers were evenly split in each group between high 
and low responses. Consequently, of the 56 differences between the 
clusters suggested by the responses of the three groups and those 
suggested by the combined responses, only 13, or 23 percent, 
represented shifts of items between clusters, while 5, or 9 percent, 
represented the addition of new items, and 38, or 6 8 percent, repre-
sented the deletion of items from the clusters. The magnitude of the 
differences between these three groups that is reflected by this data 
indicated a need for a direct comparison of the compositions of the 
training priority clusters suggested by each group. 
Within the roles category, the responses of planners grouped six 
items in the first cluster and four items in the second cluster, with an 
average mean response for the ten items of 4. 1, as follows: 
Mean Role 
4.2 22. Supervisor 
4. I 2. Advocate 
4. I 6. Case Manager 
Cluster I 
4. 1 7. Coordinator 
4. 1 4. Assessor 
4. I 23. Therapist 
4.0 8. Consultant 
4.0 13. Group Facilitator 
Cluster II 
3.9 9. Developer 
3.9 1 7. Organizer 
------------------------------------------------
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In the same category, the responses of managers grouped four items 
in the first cluster and two items in the second cluster, with an 
average mean response for the six items of 3. 9, as follows: 
Mean Role 
4. I 4. Assessor 
4.0 8. Consultant 
Cluster I 
3.9 1. Adrnini s tr a tor 
3.9 7. Coordinator 
3. 8 22. Supervisor 
Cluster II 
3. 7 2 3. Therapist 
Finally, also in this category, the responses of developers grouped 
two i terns in the fir st cluster and seven i terns in the second cluster, 
with an average mean response for the nine items of 4. 0, as follows: 
Mean Role 
4.4 4. Assessor 
Cluster I 
4.3 8. Consultant 
4. 1 9. Developer 
4.0 1. Administrator 
4.0 12. Evaluator 
3.9 6. Case Manager 
3. 9 13. Group Facilitator 
3. 9 18. Planner 
3. 9 2 3. Therapist 
----------------------------------------------------
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Within the functions category, the responses of planners grouped 
three items in the first cluster and four items in the second cluster, 
with an average mean response for the seven items of 4. I, as follows: 
Mean Function 
4.5 36. Service Deliverer in MED program 
settings 
Cluster I 4.4 35. Service Deliverer in comprehensive 
inental health program settings 
4.3 28. Manager of MED program settings 
3. 9 29. Manager of MRDD program settings 
3.9 32. Service Enabler for MED program 
C luster II sei-ting s 
3.8 2 7. Manager of comprehensive mental 
health program settings 
3.8 34. Service Deliverer in A&DP program 
settings 
In this same category, the responses of managers grouped two items 
in the first cluster and three items in the second cluster, with an 
average mean response for the five items of 4. 1, as follows: 
Cluster I 
Cluster II 
Mean 
4.3 
Function 
36. Service Deliverer in MED program 
settings 
4. 2 35. Service Deliverer in comprehensive 
mental health program settings 
4. 0 32. Service Enabler for MED program 
3.9 
settings 
2 7. Manager of comprehensive mental 
health program settings 
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Mean Function 
Cluster II 3. 9 28. Manager of MED program settings 
Finally, also in this category, the responses of developers grouped 
two items in the first cluster and five items i n the second cluster, 
with an average mean response for the seven items of 4. 0, as follows: 
· Mean Function 
4. 1 26. Manager of A&DP program settings 
Cluster I 
4. 1 28. Manager of MED program settings 
3.9 2 7. Manager of comprehensive mental 
health program settings 
3.9 31. Service Enabler for comprehensive 
mental health pro gram settings 
Cluster II 3.9 32. Service Enabler for MED program 
settings 
3.9 35. Service Deliverer in comprehensive 
mental health program settings 
3.9 36. Service Deliverer in comprehensive 
mental health program settings 
Within the tasks category, the responses of planners grouped 
four items in the first cluster and eight items in the second cluster, 
with an average mean response for the 12 items of 4. 2, as follows: 
Cluster I 
Mean 
4. 5 
Task 
50. Participate in community groups 
and task forces 
4. 5 90. Form working relationships with 
other professionals 
Cluster I 
Mean 
4.3 
Task 
61. Plan intervention strategies for 
working with clients 
4. 3 92. Write reports 
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4. 1 3. Analyze a relationship with a client 
4. 1 8. Assess client needs for mental 
health services 
4. 1 1 5. Provide case consultation 
4. 1 29. Engage in ongoing personal and 
professional growth 
4. 1 63. Plan services for a client 
Cluster II 4. 1 74. Supervise personnel 
4. 1 75. Su per vise I monitor the provision of 
services to clients 
4. 1 77. Coordinate services for clients to 
insure continuity of c~re 
4. 1 88. Provide therapeutic intervention 
services 
4. 1 91. Provide leader ship to agencies or 
community groups 
In the same category, the responses of managers grouped two items in 
the first cluster and seven items in the second cluster, with an average 
mean response for the nine items of 4. 0, as follows: 
Mean Task 
4. 2 92. Write reports 
Cluster I 
4. 1 90. Form working relationships with 
other professionals 
-----------------------------------------------~----------
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. 0 15. Provide case consultation 
• 0 61. Plan intervention strategies for 
working with clients 
. 9 3. Analyze a relationship with a client 
. 9 2 5. Maintain re cords 
. 9 29. Engage in ongoing personal and 
professional growth 
. 9 65. Establish priorities for allocating 
limited resources 
. 9 91. Provide leader ship to agencies or 
community groups 
category, the responses of developers grouped 
·st cluster and five items in the second cluster, 
1 response for the eight items of 4. 2, as follows: 
an Task 
4 15. Provide case consultation 
3 50. Participate in community groups 
and task forces 
3 90. Form working relationships with 
other professionals 
2 34. Monitor and evaluate the progress 
and needs of clients 
2 63. Plan services for a client 
1 9. Assess mental health services and 
delivery systems 
1 64. Coordinate mental health programs 
and agencies 
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4. 0 15. Provide case consultation 
4. 0 61. Plan intervention strategies for 
working with clients 
3. 9 3. Analyze a relationship with a client 
Cluster II 3.9 2 5. Maintain re cords 
3. 9 29. Engage in ongoing personal and 
professional growth 
3. 9 65. Establish priorities for allocating 
limited resources 
3. 9 91. Provide leadership to agencies or 
community groups 
nally, also in thi s category, the responses of developers grouped 
ree items in the first cluster and five items in the second cluster, 
th an average mean response for the eight items of 4. 2, as follows: 
Cluster I 
Mean Task 
4. 4 15. Provide case consultation 
4.3 50. Participate in community groups 
and task forces 
4. 3 90. Form working relationships with 
other professionals 
4.2 34. Monitor and evaluate the progress 
and needs of clients 
4.2 63. Plan services for a client 
4. 1 9. Assess mental health services and 
de 1i very systems 
4. 1 64. Coordinate mental heal th pro grams 
and agencies 
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Mean Task 
Cluster II 4. 1 16. Provide consultation about resources 
On the "Skills and Areas of Knowledge" questionnaire, the 
responses of the planners, managers, and developers suggested 
3omewhat different groupings of items in the first three priority 
::lusters. The responses of the planner group indicated that 7 items 
::ould be grouped into fir st priority clusters, while an additional 18 
.terns could be grouped into second priority clusters, and 29 items in 
:hird priority clusters. The 54 items represented 57 percent of the 
::omponents of the core of education defined by the responses of this 
~roup. The responses of the manager group indicated that 5 items 
::ould be grouped into first priority clusters, while an additional 8 
.terns could be grouped into second priority clusters, and 12 items 
::ould be grouped into third priority clusters. These 2 5 items repre-
:;ented 36 percent of the components of the core of education defined 
JY the responses of this group. 
The average of the mean responses of items clustered by the 
)lanner group, the manager group, and the developer group were 
lirtually identical at 4. 3, 4. 4, and 4. 5, respectively. However, 
:here was a difference of 0. 6 between the planner group and the 
:leveloper group for the skills category. There were 18 priority 
.terns held in common by all three groups and a total of 31 priority 
.terns held in common by at least two groups, while only 26 items in 
:hese clusters were not held in common at all. Further, there were 
~ 5 items for which there were substantial differences in the mean 
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~sponses on the items between at least two groups, and on three of the 
ems there were substantial differences in the mean responses on the 
ems between one group and both of the other two. The average 
Lfference of these 28 total cases was O. 6. 
Of the substantial differences between planners and managers, 
1 out of 15 were characterized by a lower mean response by the 
Lanager group than the planner group. Further, all three of the 
lbstantial differences between man?-gers and developers were 
lmilarly characterized by a lower mean response by the manager 
rnup than the developer group. Finally, the substantial differences 
~tween planners and developers were evenly split in each group 
~tween high and low responses. Consequently, of the 95 differences 
~tween the clusters suggested by the three groups and those suggested 
r the combined responses, 37, or 39 percent, represented shifts of 
ems between clusters, while 19, or 20 percent, represented the 
idition of new items; and 39, or 41 percent, represented the deletion 
: items from the clusters. The magnitude of the differences between 
e three groups that is reflected in this data, while not as great as on 
e RFT questionnaire, still indicated the need for direct comparison 
· the compositions of the training priority clusters suggested by each 
~oup. 
Within the skills category, the responses of planners grouped 
ro items in the first cluster, six items in the second cluster, and six 
ems in the third cluster, with an average mean response for the 14 
ems of 4. 0, as follows: 
Cluster I 
Mean 
4.6 
4.6 
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Skill 
4. Assessment skills 
7. Communication skills 
---------------------------------------------------------
4.4 9. Consultation skills 
4.4 1 7. Group facilitation skills 
4.4 20. Leadership skills 
Cluster II 
4.3 8. Conceptualization skills 
4.3 1 o. Coordination skills 
4.3 33. Pro bl em- solving skills 
4.2 2. Analytical skills 
4. 1 19. Interviewing skills 
4. 1 29. Personal coping skills 
Cluster III 
4. 1 32. Planning skills 
4. 1 34. Program management skills 
4. l 45. Identification skills 
:n the same category, the responses of managers grouped two items in 
:he first cluster, three items in the second cluster, and seven items 
.n the third cluster, with an average mean response for the 12 items 
)f 4. 3, as follows: 
Mean Skill 
4.6 7. Communication skills 
Cluster I 
4. 5 19. Interviewing skills 
4.3 4. Assessment skills 
Cluster II 
4.3 8. Conceptualization skills 
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Mean Skill 
Cluster II 4.3 33. Problem-solving skills 
4.2 2. Analytical skills 
4.2 2 5. Observation skills 
4.2 38. Relationship-building skills 
Cluster III 4.2 42. Therapeuti c intervention skills 
4. 1 9. Consultation skills 
4. 1 1 o. Coordination skills 
4. 1 29. Personal coping skills 
nally, also in this category, the responses of developers grouped 
·o items in the first cluster, four items in the second cluster, and 
·o items in the third cluster, with an average mean response for the 
ght items of 4. 6, as follows: 
Mean Skill 
4.7 7. Communication skills 
Cluster· I 
4. 7 19. Interviewing skills 
4.6 13. Diagnostic skills 
4.6 42. Therapeutic intervention skills 
Cluster II 
4.5 4. Assessment skills 
4.5 33. Problem- solving skills 
4. 4 38. Relationship-building skills 
Cluster III 
4.3 9. Consultation skills 
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Within the areas of knowledge category, the responses of 
1lanners grouped 5 items in the first cluster , 12 items in the second 
luster, and 23 items in the third cluster, with an average mean 
·esponse for the 40 items of 4. 2, as follows: 
Mean Area of Knowledge 
4.6 5. Psychology 
4.6 53. Conflict re solution 
Cluster I 4.6 76. Program development 
4.5 7. Social psychology 
4.5 19. Mental he al th 
4.4 1 5. Groups 
4.4 5 5. Continuity of care 
4.4 64. Interpersonal comn1unication and 
relations 
4.4 74. Prevention 
4.3 21. Personality theories 
Cluster II 
4.3 36. Mental health delivery systems 
4.3 45. Acco unta bili ty 
4.3 54. Consultation 
4.3 59. Evaluation 
4.3 77. Program management 
4.3 78. Pro bl em- solving process 
---------~----------------------------------------------
4. 2 13. The Family 
Cluster III 
4. 2 2 7. Alcohol abuse 
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Mean Area of Knowledge 
4. 2 31. Mental, emotional, and behavioral 
disturbances 
4. 2 38. Mental health laws, legislation, and 
guidelines 
4. 2 41. Social service delivery systems 
4. 2 51. Community organization 
4. 2 61. Group psychotherapy 
4. 2 62. Group work 
4. 1 9. Abnormal psychology/psycho-
pathology 
4. 1 11. Child rearing 
4. 1 16. Human growth and development 
4. 1 l 7. Human sexuality 
4. l 24. Social structure and institutions 
Cluster III 
4. 1 2 5. Systems theory 
4. 1 40. Social policy 
4. 1 52. Confidentiality and civil rights 
4. 1 5 6. Crisis intervention 
4. 1 60. Family psychotherapy 
4. 1 65. Intervention with alcohol abusers 
4. 1 69. Intervention with the mentally or 
emotionally disturbed 
4. I 75. Problem-oriented record keeping 
4. l 83. Rehabilitation 
4. 1 88. Supervision 
----------------------------------------------------------
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n this same category, the responses of managers grouped three 
terns in the first cluster, five items in the second cluster, and five 
terns in the third cluster, with an average mean response for the 13 
terns of 4. 5, as follows: 
Mean Area of Knowledge 
4.7 5. Psychology 
Cluster I 4. 7 7. Social psychology 
4. 7 19. Mental health 
4.6 13. The Family 
4.5 9. Abnormal psychology/psycho-
pathology 
Cluster II 4.5 21. Personality theories 
4.5 64. Interpersonal communication and 
relations 
4.5 87. Social work principles and code of 
ethics 
4.3 1 5. Groups 
4. 3 16. Human growth and development 
Cluster III 4.3 48. Casework 
4.3 56. Crisis intervention 
4.3 60. Family psychotherapy 
'inally, also in this category, the responses of developers grouped 2 
:ems in the first cluster, 5 items in the second cluster, and 13 items 
1 the third cluster, with an average mean response for the 20 items 
f 4. 4, as follows: 
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Mean Area of Knowledge 
4.7 7. Social psychology 
Cluster I 
4. 7 19. Mental health 
4.6 5. Psychology 
4.6 61. Group psychotherapy 
Cluster II 4.5 16. Human growth and development 
4.5 21. Personality theories 
4. 5 60. Family psychotherapy 
4. 4 8. Sociology 
4. 4 13. The Family 
4. 4 15. Groups 
4. 4 56. Crisis intervention 
4. 4 64. Interpersonal communication and 
relations 
4. 4 74. Prevention 
Cluster III 
4. 4 78. Problem-solving process 
4. 3 11. Child reari ng 
4. 3 1 7. Human sexuallty 
4. 3 31. Mental, emotional, and behavioral 
disturbances 
4. 3 54. Consultation 
4. 3 63. Individual psychotherapy 
4. 3 6 7. Intervention with the developmentally 
disabled 
----------------------------------------------------------
CHAPTER V 
SUMMARY AND CONCLUSIONS 
I. SUMMARY OF THE RESEARCH FINDINGS 
~ound I 
The first questionnaire of this research survey was sent to 160 
1.ental health practitioners who were purposefully chosen as members 
£ the study' s population. It was returned by 80 participants, or 51 
ercent of the population. As the data was analyzed for content rather 
nan tabulated, the non-respondents on this first round were not 
ampled to determine the possibility of bias. 
The content analysis of the responses received from participants 
n this round involved a four-step editing process. This resulted in 
Lsts of 25 roles, 12 functions, 92 tasks, 45 skills, and 88 areas of 
nowledge. Inclusion of items was based on consensus between the 
esearchers. Consequently, the researchers believed that these lists 
ccurately represented the opinions of respondents regarding the 
ractice and educational needs of Master's level social workers who 
rill be involved in the field of community mental health in Oregon over 
1.e next ten years. 
The data generated on the first round suggested that Master's 
:!vel social workers active in this field in the future will be performing 
multitude of roles, functions, and tasks. Social work practice will 
1us involve a wide variety of acti vi ties enc om pas sing the provision of 
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"direct" services, such as case management, therapeutic intervention, 
service coordination, and case consultation; the management of 
services, such as program administration and personnel supervision; 
the provision of "indirect" services, such as program development, 
planning, and community organization. Further, the data suggested 
that these social workers will need to possess a broad range of skills 
and a broad foundation of knowledge commensurate with the range of 
activities they will be involved in. 
One participant commented on the results of this first round as 
follows: 
It seems a matter of interest that your respondents feel that 
social workers will be doing and concerned with most every-
thing .... That doesn't seem very helpful in pointing out 
professional direction, does it? 
After reviewing the data resulting from the first round of the survey, 
the researchers' answer to this observation was, in all honesty, "no." 
This was not to say that this data was not valuable, however. By this 
point, the research had produced a picture of future social work 
practice and educational needs with greater specificity than any study 
found in the literature. Nevertheless, it was difficult to develop a 
general characterization of the nature of that future practice from this 
data. 
The responses to the first round, in broad terms, did confirm 
the point of view that there will continue to be role blurring in practice 
among the professions in this field, at least as far as social workers 
are concerned. Further, the general picture of practice suggested by 
this data did not differ greatly from that presented by manpower 
analysts such as Witbnan (SREB 1974a), who argued that this field 
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needs social workers who can intervene on both the micro and macro 
levels. Indeed, it tended to reaffirm the view of some analysts that 
social work professionals function as, or are expected to function as, 
"jacks of all trades and masters of none. n Considered at this broad 
level, however, the data did not shed a great deal of light on either 
professional direction or priorities for traini ng social workers. 
Therefore, it was the researchers' conclusion that it was necessary, 
in order to clarify training is sues in th is field, to carry the study well 
beyond this fir st round. 
Round II 
Two questionnaires with a total of 262 i tems were developed out 
of the responses to the first round, and each was sent to a random 
sample of one-half of the population. Partici pants were asked to rate 
every item on a five-point frequency of o c currence scale, with 1 
representing "Very Infrequent" and 5 representing "Very Frequent. 11 
The 129-item "Roles, Functions, and Ta sks" questionnaire was 
returned by 50 of the 78 participants to whom it was mailed, or 64 
percent, for a loss of 28 participants. The "Skills and Areas of 
Knowledge" questionnaire was returned by 64 of the 80 participants to 
whom it was mailed, or 80 percent, for a loss of 16 of the partici-
pants. The non-respondents on the "Roles, Functions, and Tasks" 
questionnaire, because of their greater numbers, were randomly 
sampled, using an abbreviated questionnaire , in order to determine 
the possibility of any bias in their r ·esponses which could have skewed 
the tabulated data on this round. On the basi s of a return of seven out 
of seven questionnaires, or 100 percent, it was concluded by the 
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researchers that there were no discernable patterns on non-response 
bias, and that the responses to the complete questionnaire could be 
generalized for the entire sample. 
The distribution of modal responses on second round question-
naire s was, with only one exception, limited to the 3, 4, and 5 points 
of the five-point frequency scale. The researchers initially 
considered the possibility that this uneven distribution could have 
resulted from an insufficiently flexible scale which encouraged 
respondents to a void responses at the extreme ends of the scale and 
to favor the middle. In this case, it would have effectively become a 
three-point scale. However, the one modal response at point 1 on the 
two questionnaires was not congruent with the 4-14 percent modal 
response distribution at point 5. Nor was the zero distribution rate at 
point 2 congruent with the 57-eO percent modal response distribution at 
point 4. Therefore, the researchers concluded that the uneven 
distribution of modal responses was not primarily, if at all, attribut-
able to problems within the rating scale. 
The researchers interpreted the fact that only one mode fell 
below point 3, which represented Occasional frequency of occurrence, 
as an affirmation that the lists developed from responses to the first 
round did indeed represent an accurate representation of the opinions 
of participants which were expressed on that round. Further, it was 
concluded that there was a considerable amount of initial agreement, 
averaging 42-43 percent, about the general character of the future 
practice and educational needs of social workers in this field. Finally, 
as the one item which did have a mode of 1 was the prescription and 
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supervision of psychotropic medications, the researchers concluded 
that participants believed there was at least one clear limit to role 
blurring within professional practice in this field. 
Round III 
The questionnaires for the third round were identical in every 
respect to the second round questionnaires except that participants 
were asked to reconsider their ratings of items in light 0£1 the modal 
responses to the items. These questionnaires were mailed only to 
those participants who actually responded on the second round. 
Subsequent! y, there was a further loss of one on the "Roles, Functions, 
and Tasks" questionnaire for an overall return rate of 64 percent, 
adjusted to account for changes in the employment of participants. 
There was, in addition, a loss of three responses on the "Skills and 
Areas of Knowledge" questioD:Jlaire for an overall return rate of 76 
percent. 
The modal responses of participants on the third round were 
identical to those on the second round, with the exception of broken 
ties. The re-ratings of respondents resulted in a 5-6 percent 
convergence of responses on the modes, and a greater total movement 
toward the modal response on both questionnaires than was reflected in 
actual convergence on the mode. The final distribution of responses 
on the mode averaged 48-49 percent for each questionnaire. 
The researchers did not consider that either the final distribution 
of responses on the mode or the change in responses and convergence 
on the mode were very great. On the basis of the overall pattern of 
movement within the questionnaires, the researchers concluded that 
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one reason for the incremental nature of this change may have been 
fatigue, related to questionnaire length, which appeared to have 
greater impact on the re-rating of items and the convergence of 
responses on this round than had been originally hoped for or 
anticipated. 
Group Judgments. Analysis of the distribution of responses on 
the third round indicated that for 41 of the 129 items on the RFT 
questionnaire, or 32 percent, no judgment could be said to have been 
made by the group as a whole regarding the rating of these items. On 
the SK questionnaire, the data indicated that for 24 of the 133 items, or 
18 percent, no judgment could be said to have been made by the group 
as a whole regarding the rating of these items. For the remaining 
items in each questionnaire, there was Cl:t least a 60 percent unipolar 
distribution of participant responses on either the 1-2-3 side of the 
scale or the 4-5 side of the scale. Such a distribution was considered 
indicative of a group judgment. 
The differences between the two questionnaires on the issue of 
group judgments could, the researchers believed, have been attribut-
able to either the composition of the population samples who received 
the questionnaires, to the structure of the instruments, or to the actual 
content of each questionnaire. An analysis of the identifying data 
provided by respondents indicated that there were no distinguishing 
differences between the groups who actually returned the two question-
naires. Furthermore, the questionnaires were almost identical in 
length and in all other matters of format. Therefore, the researchers 
concluded that the participants were considerably more decisive about 
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educational concerns; that is, skills and areas of knowledge, than they 
were about practice concerns; that is, roles , functions, and tasks. 
Generalizing Core. Items on round three which group judgments 
had rated on the 4- 5 end of the scale were considered components of 
the future generalizing core of Master's level social· work practice 
and education in the field of community mental health. Thus, 14 
roles, 8 functions, and 38 tasks, or 47 percent of the items in the 
RFT questionnaire, with a mean strength of agreement of 71 percent, 
were considered to have defined the core of social work practice in 
this field in ten years. Similarly, 26 skills and 60 areas of knowledge, 
or 68 percent of the items in the SK questionnaire, with a mean strength 
of agreement of 78 percent, were considered to have defined the core 
of social work education in this field in ten years. The researchers 
concluded that the relatively higher proportion of items in the functions 
and areas of knowledge categories, and relatively lower proportion of 
items in the task category, were indications that the participants 
believed that Master's level social workers will carry out a broad 
variety of functions while performing a limited number of tasks in this 
field, and that a broad educational background will be necessary for 
this future practice. 
The picture of the mainstream of social work practice and 
educational needs in the field of community mental health, which was 
suggested by this generalizing core, had a much sharper focus than 
the picture presented by the data generated on the first round. In fact, 
almost one-half of the items on the second questionnaire had been 
eliminated to arrive at this definition. This sharper focus, however, 
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still indicated that Master's level social workers, as a group, will be 
not only providing direct services, but managing services, and 
providing indirect services as well. 
At one level, this generalizing core confirmed the picture which 
was suggested by Briggs (1973), that graduate-trained social workers 
in ten years will be middle managers, supervisors, or specialist 
consultant-planners in social problem areas. These roles and 
activities were certainly suggested as part of the mainstream of social 
work practice defined by this core, and commensurate skills and 
areas of knowledge were likewise proposed as part of the future core 
of social work education. Nevertheless, many of the roles, functions, 
tasks, skills, and areas of knowledge of social workers were also 
indicated in terms of the actual provision of direct services as case 
managers and therapists. 
The generalizing core of practice and education which was 
defined by the participants 1 responses on the third round suggested 
that social workers both will be increasing! y involved in the manage-
ment of services and in providing indirect services and will continue to 
be involved in providing direct services. Further, this picture 
suggested that social work practice will focus primarily on services 
for MED populations and comprehensive services for all populations, 
and secondarily on services for A&DP populations. According to this 
picture, social work will have no general, consistent involvement with 
MRDD target populations. 
The preceding conclusions represented important projections 
a bout the future of social work practice in this field. The generalizing 
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core provided an empirically-based forecast of the mainstream of 
practice and social work educational needs in this field which was at 
once similar to and different from the projections of manpower 
analysts and social work educators that were found in the review of 
the literature. Despite the importance of these conclusions for 
clarifying the is sue of the professional direction of social workers in 
the field of community mental health, however, the definition of this 
generalizing core did not clarify the is sue of appropriate priorities for 
training social workers for practice in this field. 
Training Priorities. Analysis of the mean responses on the 
third round indicated that 53 of the 146 items which defined the future 
generalizing core of practice and education could be grouped into two 
or three ranked clusters within each category. These clusters 
suggested appropriate priorities for training Master's level social 
workers specializing in this field of practice. On the RFT question-
naire, 32 items, or 25 percent of the items in the questionnaire, 
could be grouped into two priority clusters in each category with a 
mean response of 4. 0. These clusters included 9 roles, 5 functions, 
and 18 tasks, with two roles, three functions, and five tasks grouped in 
the first cluster. On the SK questionnaire, 43 items, or 32 percent of 
the items in the questionnaire, could be grouped into three priority 
clusters in each category with an average mean response of 4. 3. 
These clusters included 15 skills and 30 areas of knowledge, with two 
skills and three areas of knowledge grouped in the first cluster. 
The number of items in these training priority clusters was 
slightly more than one-third as many items as defined the previously 
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described generalizing core. Consequently, the profile of social work 
practice and educational needs which these clusters presented was far 
sharper than pictures develope d in earlier levels of data analysis. 
This profile indicated that the highest training priorities are preparing 
social workers to carry out service deli very, management and service 
e nabling functions in MED programs, and to carry out service delivery 
and management functions in programs for all target populations. 
Ac cording to this profile, social workers, in carrying out 
service delivery functions, will be assessing service needs of clients, 
analyzing relationships with clients, planning services and intervention 
strategies for working with clients, providing services, coordinating 
services for clients , monitoring and evaluating client progress, and 
providing case consultation. They will be involved in assessor, case 
manager, consultant, coordinator, and therapist roles while performing 
these activities . In carrying out management functions, social workers 
will be providing leadership to agencies, supervising personnel, and 
supervising the provision of services to clients. They will be involved 
in administrator and supervisor roles while performing these activi-
ties. In carrying out service enabling functions, social workers will 
be assessing mental health services and delivery systems, partici-
pating in community groups and task forces, and providing resource 
and program consultation. They will be involved in consultant, 
developer, and group facilitation roles while performing these 
activities. Further, in carrying out all these functions, social 
workers will be forrning working relationships with other profession-
als, writing reports, and engaging in ongoing personal and 
l 
. 
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professional growth. 
The profile indicated that in order. to cope with the demands of 
their practice, Master's level social workers will need to be trained 
to effectively utilize analytical assessments communication, conceptu-
alization, consultation, coordination, diagnostic, interviewing, 
leadership, planning, problem-solving, relationship-building, and 
therapeutic intervention skills. This list suggested that the primary 
focus of their activities will be on carrying out the service deli very 
function; secondarily, the service enabling function; and tertiarily, 
the management function. Further, the profile suggested that social 
workers will need a firm foundation in the disciplines of psychology 
and social psychology and, to a lesser degree, sociology, with 
substantiai knowledge about child rearing, the family, groups, human 
growth and development, interpersonal conurmnication, mental health, 
personality theories, psychopathology, and sexuality. In addition, 
they will need to have knowledge about the problem areas of mental, 
emotional, and behavioral disturbances and alcohol abuse; about the 
practice concepts of accountability, confidentiality, conflict resolution, 
continuity of care, crisis intervention, prevention, and problem 
solving; and about the practice modalities of consultation, evaluation, 
group work, individual, family, and group psychotherapy, progra1n 
development, and program management. 
The profile which resulted from the priorities for training 
Master's level social workers specializing in this field further 
suggested that the primary roles, functions, and tasks of social work 
practice, and the primary skills and areas of knowledge focused on by 
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social work education will be concerned with the direct delivery of 
services. Social work involvement in the management of services and 
in providing indirect services, while suggested as essential elements 
of the mainstream of social work practice and educational needs, were 
consequently viewed as secondary activities cf social workers involved 
in this field. Thus , this profile stands in direct contradiction to the 
projections of manpower analysts who suggest that management and 
indirect service roles, functions, and tasks will, in ten years, 
constitute the primary activities of social work practice, and will 
require a con1mensurate focus for Master's level social work education. 
Social Workers and Non-Social Workers 
A comparative analysis of the subgroups of social workers and 
non-social workers who participated in this study indicated that a 
number of substantial differences of opinion existed between the two 
groups. These differences helped to explain some of the anomalies in 
the data analysis of the c01nbined responses. 
The initial step of this comparative analysis indicated that these 
two groups exhibited no consistent pattern in their responses across 
the two questionnaires in terrns of their tenacity of holding to original 
views between rounds. Thus, on the RFT questionnaire, social 
workers were less tenacious in holding to their round two views and 
had a higher percentage of distributions at the mode than non- social 
workers. On the SK questionnaire, however , non-social workers were 
less tenacious in l:iolding to their original views and had a higher 
percent of re spc·nse s at the mode, 
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Group Judgments. P....nalysis by subgroup of the distribution of 
responses on the third round indicated that no cross-questionnaire 
generalizations could be made about the ability of either group to for1n 
judgments. Thus, on the RFT questionnaire, the social work group 
was n1ore decisive, while on the SK ques tionnaire, the non-social work 
group was more decisive. Further, on the RFT questionnaire, there 
were substantial differences of opinion between the two groups on 31 of 
the disputed items. These were reflected in at least a 25 percent 
difference between the groups in the distribution of responses on the 
dichotomized scaleo Almost all these differences were characterized 
by non-social workers consistently rating the disputed items lower 
than social workers. On the SK questionnaire, there were only two 
substantial differences of opinion. Response patterns on a number of 
items, in contrast to the RFT que stionnafre, indicated that social 
workers frequently rated disputed items lower on this questionnaire 
than non-social workers. 
Generalizing Core. On the RFT questionnaire, there were 48 
disagreements over group judgments that were reflected in differing 
definitions of the core of social work education suggested by the two 
groups. On the SK questionnaire, there were 20 disagreements over 
group judgments that were reflected in differing definitions of the core 
of social work education suggested by the two groups. These differen-
ces indicated that the responses of the social work group suggested a 
broader definition of the core of practice and a narrower definition of 
the core of educ~.tion than the combined responsess At the same time, 
the responses of the non-social work group suggested a narrower 
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definition of the core of practice and a slightly broader definition of the 
core of education than the combined responses. 
On the RFT questionnaire, the responses of social workers 
included 2 7 items in the definition of the core of practice which were 
not included by the combined responses. The items involved analytical, 
developrnent, personnel hiring, planning.; standard setting, and 
training activities; diagnostic and writing roles; and management 
functions in MRDD programs. At the same time, these responses 
deleted client advocacy activities from this core. In contrast to social 
workers, the responses of non- social workers on the RFT question-
naire deleted 1 7 iterns from the definition of the core of practice which 
had been included by the combined responses. The items involved 
analytical, diagnostic, identification, management, mobilization, 
organization, planning, and supervisory activities; assessor, 
organizer, and planner roles; and service enabler functions in 
progra1ns for all populations and service delivery functions in 
programs for A&DP populations. 
The responses of social workers suggested a core of practice 
defined by ahnost twice as many items as the core defined by the 
responses of non-social workers. Further, the core suggested by the 
social work group had, in general, a greater emphasis on the 
provision of indirect services and the management of services and, 
in particular, a greater emphasis on assessment and diagnostic 
activities, than did the core of practice suggested by the non- social 
work group. 
On the SK questionnaire, the differences of opinion between the 
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two groups were not as great as on the RFT questionnaire. The 
responses of the social work group deleted 14 items from the definition 
of the core of education which were included by the combined 
responses . These items involved macro or societal concerns such 
as community mental health, social policy, and social welfare laws; 
indirect service concerns such as citizen participation, mental health 
manpower, and social service delivery systems; indirect service 
skills and methods such as organizing skills, community organization, 
group work, and social planning; and social work principles and ethics. 
The responses of non-social workers, on the other hand, included four 
items in the definition of this core of education which were not 
included by the combined responses. These ite·ms involved outreach 
skills, client advocacy, and intervention with MRDD populations. At 
the same time, evaluation skills was deleted fro:m this core by the 
non- social work responses. 
The responses of social workers on the SK questionnaire thus 
indicated a be lief on the part of this group that social workers will not 
need to learn about macro concerns, indirect service concerns, and 
indirect service methods. Yet the responses of non-social workers 
indicated a belief that social workers in this field will need to learn 
a bout these concerns . Further, the responses of non- social workers 
indicated a belief that social workers will need to possess outreach 
and organizing skills, while social workers did not indicate that these 
particular direct and indirect service skills will be a part of the future 
core of education. 
The researchers could not find any explanation in differences 
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within the questionnaire samples or within the structure of the two 
questionnaires which could account for the seeming inconsistencies in 
the responses of the social work group across the two questionnaires. 
On the RFT questionnaire, social workers thus emphasized indirect 
service activities as part of the core of social work practice, while on 
the SK questionnaire, this group de-emphasized knowledge and certain 
skills related to indirect services as part of the core of social work 
education. The researchers therefore concluded that, compared to 
non- social workers, the social work group believed that, in ten years, 
social workers will be performing a wider range of activities yet will 
require a quantitatively and qualitatively narrower educational founda-
tion; that is, compared to the views of the non- social work group, they 
will do more and know less. This narrower educational foundation 
suggested by the social work group excluded organizing and outreach 
skills and knowledge about macro concerns such as social policy, about 
indirect service concerns such as community organizing and social 
planning, and about certain direct service concerns such as advocacy. 
Interestingly enough, it has been these very skills and concerns which 
have been foci of major importance and ~ontroversy in social work 
practice and education during the last fifteen years (Grosser 1973; 
Gurin 1973; Kahn 1973). 
Training Priorities. Analysis of the mean responses of social 
workers and non-social workers on the two questionnaires revealed 
major disagreements between the two groups concerning priorities for 
training Master's level social workers. On the RFT questi onnaire 
there were substantial differences of O. 5 in the mean responses of 
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social workers and non-social workers on 28 of the 53 items which 
were considered priorities by the two groups . As a result, there was 
a 0. 5 differen ce between the average mean responses for all the 
training priorities suggested by the r e sponses of social workers on 
this questionnaire and for all those suggested by non-social workers. 
Further, 41 out of the 53 items in the two priority clusters were not 
considered common priorities by the two groups. 
On the RFT questionnaire, the responses of social workers 
indicated that they believed that it was most important to train social 
workers to be competent in a relatively narrow range of roles, which 
included assessor and s upervisor, while non-social workers suggested 
a broader range of roles that excluded assessor and supe rvisor, but 
included advocate, case manager, coordinator, developer, evaluator, 
and grou p facilitator. The responses of the social work group further 
indicated a belief that future social worke rs · will primarily be carrying 
out service delivery functions, and secondarily carrying out manage-
ment and s e rvice enabling functions, all of which will be concentrated 
almost exclusively in programs for MED populations. The responses 
of the non- social work group indicated that they included management 
as a primary function for social work practice but excluded the service 
enabling function altogether. Moreover , the responses of the non-
social work group suggested that training for service deli very and 
management functions must be broadened to include an involvement in 
programs for A&DP and MRDD populations. 
The responses of the social work group on the RFT questionnaire 
indicated that, in their view, it will be essential to prepare future 
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social workers to perform a limited range of direct service activities, 
including providing therapeutic intervention, and a number of planning 
and supervisory activities. At the same time, the responses of the 
non-social workers indicated that, in their view, it will be essential 
that future social workers be prepared to perform a broader range of 
direct service activities, including coordination and follow-up and 
excluding therapeutic intervention. Their responses also indicated 
that it is not essential that social workers be prepared to perform 
most of the indirect services activities or any of the management 
activities which the social work group indicated will be necessary. 
On the SK questionnaire, there was considerably less disagree-
ment betwe.en the two groups regarding the composition of the training 
priority clusters. Thus, only 21 out of 62 items in the three priority 
clusters were not considered common priorities by the two groups. 
Further, there were only two priority items on which there were 
differences in mean responses of over 0. 5 between the groups. 
On the SK questionnaire, the social work group placed slightly 
greater emphasis on diagnostic, interviewing, and relationship-
building skills than did the combined responses, while deleting 
coordination skills. At the same time, the non-social work group 
placed greater emphasis on case management, group facilitation, and 
identification skills while deleting diagnostic skills. 
In terms of areas of knowledge, the social work group placed 
greater emphasis than the combined responses on casework, child 
rearing, consultation, evaluation, family therapy, human development, 
intervention with MED populations, mental health laws, mental health 
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delivery systems, and personality theories. Further, they placed less 
emphasis than the combined responses on groups and prevention while 
deleting group work from their priorities altogether. At the same 
time, the non-social work group placed more emphasis than the 
combined responses on continuity of care, groups, group work, 
interpersonal communication, program development, and social work 
principles and ethics. Further, they placed less emphasis than the 
combined responses on conflict re solution, crisis intervention, family 
therapy, human development, MED populations, and problem solving 
while deleting accountability, evaluation, individual psychotherapy, 
intervention with MED populations, and program management from 
their prioriHes altogether. 
On the SK questionnaire, the responses of social workers in 
general thus treated assessment, diagnosis, and therapy-related skills 
and knowledge as higher priority areas than did the responses of the 
non-social work group. At the same time, the responses of the non-
social work group treated case management and group work-related 
skills and knowledge as higher priority areas than did the responses 
of the social workers. 
Discussion. There were, then, major differences of opinion 
between social work and non- social work subgroups in this study over 
the questions of the future generalizing core of social work practice 
and education and of priorities for training Master's level social 
workers specializing in practice for this field. These disagreements 
were reflected both in substantial differences in response distributions 
and mean responses, and in the content of this core and these 
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priorities. Significantly, these differences were consistent across the 
questionnaires, though not as great on the SK questionnaire as on the 
RFT questionnaire. 
In general, then, the responses of the social work group 
suggested four major foci of social work practice· and education; that 
is, a) case consultation; b) therapy, including assessment and 
diagnosis; c) management, including supervision; and d) planning. 
This picture confirms the views of social work educators such as 
Gurin (1973, p. 194), who suggested the need to prepare Master's 
level social workers for two major types of responsibilities: the 
"therapeutic" and the "adm.inistrative. 11 In contrast, the responses of 
non- social workers suggested three major foci of social work practice 
and education; that is, a) case consultation; b) case management, 
including advocacy and coordination; and c) group work, including 
community organization. This picture could be considered an inte-
gration of a more traditional view of social work practice, 
emphasizing casework and group work, with a modern view of the 
profession's present concerns for client advocacy and community 
organization. 
The differences between the social work group and the non-social 
work group over the is sues of professional orientation and training 
priorities thus had the character of two essentially divergent views of 
social work practice and education in this field. This understanding 
led the researchers to conclude that the previously summarized 
composite views on these issues, resulting from combining their 
responses, represented more of a compromise- -an unhappy marriage 
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of opposing views--than they represented a consensus on a common 
point of view characterized by minor disagreements. 
Planners, Managers, and Developers 
A comparative analysis of the responses of the subgroups of 
planners, managers, and developers who participated in this study 
indicated that some substantial differences of opinion existed between 
the three groups, but less so than between social workers and non-
social workers. As with the preceding comparison, the data initially 
indicated that the groups exhibited no consistent pattern in their 
responses across the two questionnaires in terms of the comparative 
tenacity of each group in holding to their views between rounds. 
Group Judgments. .Analysis by occupational subgroups of the 
distribution of responses on the third round indicated that, on both 
questionnaires, managers were the most indecisive of the three groups 
in forming group judgments. The data did not permit cross-question-
naire generalizations about the ability of the other two groups to form 
judgments. However, a comparison of the differences between the 
three groups revealed that on both questionnaires, the developer group 
generally rated disputed items higher than the other two groups, and 
the manager group generally rated disputed items lower. No cross-
questionnaire generalizations could be made about the planner group. 
On the RFT questionnaire, there were 2 7 items on which there 
were substantial differences of opinion between at least two groups, as 
reflected in a 25 percent difference in the distribution of responses on 
the dichotomized scale. Further, there were four times as many 
disagreements between the planner and developer groups and the 
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manager group as there were between the two groups. On the SK 
questionnaire, there were 38 items on which there were substantial 
differences of opinion between at least two groups, as reflected in a 
2 5 percent difference in the distri bu ti on of responses. On this 
questionnaire, there were seven times as many major disagreements 
between the planner and developer groups and the manage_r group as 
there were between the two groups. The researchers concluded from 
this data that the manager group was not only collectively more 
indecisive than the other two groups, but that there was substantially 
more disagreement between the collective views of this group and the 
collective views of the other groups. 
Generalizing Core. On the RFT questionnaire, there were 52 
disagreements over group judgments that were reflected in differing 
definitions of the future core of social work practice suggested by the 
three groups. On the SK questionnaire, there were 45 disagreements 
over group judgments that were reflected in differing definitions of the 
future core of social work education suggested by the three groups. 
These differing views indicated that the planner group had a broader 
view of the core of education than the combined responses, that the 
rnanager group had a narrower definition of the entire · gerteralizing 
core of practice and education than the combined responses, and that 
the developer group had a broader view of the core of p·ractice than the 
combined responses .. 
On the RFT questionnaire, no clear pattern emerged in the 
content of the responses of planners relative to the core of practice. 
On this same questionnaire, the content of the responses · of the 
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manager group relative to the core of practice was similarly mixed. 
The responses of this group suggested more social work involvement 
in development, evaluation, and personnel hiring activities, and also 
excluded involvement in certain direct service activities such as 
advocacy, coordination, and diagnosis, and involvement in organizing, 
mobilizing, and management activities as well. The content of the 
responses of developers on this questionnaire indicated a general 
broadening of the scope of the future core of practice, as these items 
involved activities not only in providing direct services, but in 
managing services and in providing indirect services as well. 
On the SK questionnaire, the content of the responses of the 
planner group similarly indicated a general broadening of the scope of 
the core of education. Their responses suggested inclusion in this 
core of macro concerns such as govermnent, social structure, and 
poverty, as well as direct and indirect service concerns. The content 
of the responses of the manager group on this questionnaire indicated 
a general narrowing in scope of the core of education, particularly in 
relation to areas of knowledge. These excluded items involved both 
the management skills of evaluation and program management, and the 
indirect service skills of group facilitation, organizing, planning, and 
public relations. Finally, the content of the responses of the developer 
group on this questionnaire presented no clear pattern of responses, 
though there seemed to be more focus on micro concerns and direct 
service skills and less focus on macro areas of knowledge and 
indirect service skills. 
The researchers concluded that there were major differences 
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between the perspectives of the three groups which were reflected in 
differing definitions of the future generalizing core of practice and 
education. These differences principally resulted from an implied 
belief in the responses of the manager group that social work practice 
and educational needs will involve less emphasis on management and 
indirect service activities, skills, and knowledge than the combined 
responses suggested. 
Training Priori ties. Analysis by occupational subgroups of the 
mean responses on the third round indicated that there were some 
major disagreements between the three groups regarding the 
composition of the training priority clusters for both questionnaires. 
There were, however, considerably fewer disagreements on a 
proportional basis than between the social worker and non- social 
worker subgroups. On the RFT questionnaire, there were substantial 
differences of 0. 5 or more between at least two groups in the mean 
response ratings of 22 of the 74 items that were suggested as 
priorities by the three groups. On the SK questionnaire, there were 
substantial differences between at least two groups in the mean 
response ratings of 28 of the 104 items which were suggested as 
priorities by the three groups. 
On the RFT questionnaire, almost all of the substantial differ-
ences between the groups were characterized by a lower mean 
response by the manager group than the other two groups. Similarly, 
on the SK questionnaire, the majority of the substantial differences 
between the groups were characterized by a lower mean response by 
the manager group than the other two groups. 
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On the RFT questionnaire, the responses of planners suggested 
a relatively wide variety of roles that future social workers would 
need to be trained for, which included advocate, case manager, 
developer, group facilitator, and organizer roles, and which 
emphasized supervisor and therapist roles. The responses of the 
manager group excluded all of the former list of roles from their 
priorities, but included the achninistrator role and indicated that 
supervisor and therapist roles were considered less important than 
the planners saw them as. The responses of the developer group 
encompassed all of the roles included by the other two groups, except 
for supervisor and coordinator roles, and also deemphasized the role 
of therapist. These responses further included the roles of evaluator 
and planner as priority items. 
The responses of planners and managers differed little on 
priority items within the functions category. However, the responses 
of the planner group indicated that training for manager functions in 
MRDD programs and for service delivere r functions in A&DP programs 
was important, while the responses of managers did not. The 
responses of developers, on the other hand, emphasized training for 
management functions more than service delivery functions, and 
included management of A&DP programs as a priority item. 
The responses of planners and managers regarding training 
priorities within the tasks category differed only in that planners 
included activities such as coordinating services for clients, planning 
services, supervising personnel, and providing therapeutic inter-
vention. Further, the responses of the developers indicated less 
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emphasis on providing services and in providing leadership to 
community groups than the other two groups, while they placed more 
emphasis on assessing mental health delivery systems, coordinating 
programs, and consulting about resources. As with the manager 
group, the responses of the developers did not indicate that, as 
primary activities, social workers will need to be trained to provide 
therapeutic services or to supervise personnel. 
On the SK questionnaire, the responses of planners suggested a 
wide variety of skills as training priorities. These items placed high 
emphasis on assessment skills and included group facilitation, 
identification, leadership, planning, and program management skills. 
The responses of managers placed considerably more emphasis on 
interviewing skills and slightly less emphasis on assessment skills. 
The items suggested by these responses did not, however, include the 
other skills suggested above by planners as priorities, but instead 
included observation, relationship building, and therapeutic inter-
vention skills in their group of training priorities. The responses of 
developers similarly emphasized the importance of interviewing skills 
more than did the planner group. The items suggested by these 
responses also did not involve the skills indicated above which the 
planner group included as priorities. Further, these responses 
excluded analytical, conceptualization, and coordination skills as 
priorities. The responses of developers did, however, include 
diagnostic, relationship-building, and therapeutic intervention skills 
instead. 
The responses of the planner group on the SK questionnaire 
suggested as educational priorities a generally broader base of 
knowledge than was indicated by the priorities of the combined 
responses. These items included both micro and macro concerns, 
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as well as direct service, management, and indirect service concerns. 
The responses of managers, on the other hand, suggested a relatively 
narrow range of training priorities in this area. They focused 
principally on micro and direct service concerns and ex.eluded macro, 
management, and indirect service concerns from their list of 
priorities . . The responses of the developers similarly emphasized 
micro and direct service concerns and deleted macro, management, 
and indirect service concerns. The responses of this latter group, 
however, placed greater emphasis on individual, group, and family 
psychotherapy than did those of the other two groups. 
On the RFT questionnaire, planners in general placed more 
emphasis on therapy and supervisory aspects of social work practice 
than did the other two groups, while all were in agreement in 
emphasizing case consultation as a primary component of future social 
work practice than did the other two groups, while all were in agree-
ment in emphasizing case consultation as a primary component of 
future social work practice. On the SK questionnaire, the planner 
group suggested a broader emphasis on macro, management, and 
indirect service aspects of social work education than the other two 
groups. Further, the developer group placed more emphasis on the 
therapy aspects of education than the other two groups. All three 
groups were, however, in agreement in emphasizing communication 
skills, psychology, social psychology, and mental health as the 
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highest training priorities in social work education for practice in this 
field. Across questionnaires, the researchers consequently 
concluded that the differences between the three groups with regard to 
training priorities resulted principally from a belief, implied in the 
responses of the planner group in contrast to the other two groups, 
that management and indirect service roles, functions, tasks, skills, 
and areas of knowledge will be high priorities in terms of both 
practice activities and educational concerns. 
Discussion. The differences between the three occupational 
groups in this study over the questions of the future generalizing core 
of social work practice and the priorities for training Master's level 
social workers specializing in practice for this field suggested 
substantial differences of opinion between groups which were, by and 
large, not consistent across the two questionnaires. The planner 
group seemed to have a broader perspective on social work practice 
and educational needs than the other two groups, while the manager 
group seemed to have a more limited perspective than the other two 
groups. However, there was no consistent pattern of content differ-
ences between the three groups. Thus, as a result of this comparative 
data analysis of occupational subgroup responses, the researchers 
were unable to conclude that the response differences between the 
three groups, like the response differences between social workers 
and non-social workers, resulted from essent ially divergent, 
identifiable visions of future social work practice and educational 
needs. 
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II. CONCLUSIONS 
Problems Encountered in the Study 
It was the belief of the researchers that the research objectives 
of this study had been more than satisfactorily accomplished, and that 
this was due to the particular research methodology which had been 
employed. There were, however, several major problems 
encountered in the course of the study. These were: a) the lack of 
participation of a significant part of the population; b) the absence of 
greater change in response distributions between the second and third 
rounds; and c) the unanticipated length of time which the re search 
required. 
Participation. The researchers concluded that the lack of 
participation was partially related to the composition of the population 
and partially related to methodological concerns and problems in the 
data collection instruments. First, the overall lowest response rate 
on both questionnaires was among the manager group. Other research-
ers (Koetz 1974) have reported similar problems with this group. 
Second, there was a lower response rate among non-social workers 
than social workers. This occurred despite efforts to insure that 
members of the former group would feel that their responses were as 
valid as those of social workers. As a result of this differential 
response rate, however, the results of the study were not any more 
biased toward the views of social workers, since their absolute 
numbers were smaller than non-social workers. Nevertheless, the 
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final results did not reflect as broad a representation of respondents 
as had been desired. Judd, as cited earlier, had warned that this 
differential response rate was a potential problem associated with 
panel formation in the modified Delphi technique. 
The personal contact which the researchers had hoped would 
generally increase participation and reduce the attrition rate on 
returns did seem to have an effect on the first round. This effect was 
evident in the high return rate of the planner group. Over the long 
run, however, the participation of this group declined. More 
importantly, though, the participation of the other two groups, 
particularly the developer group, increased spontaneously and without 
benefit of further personal contact, other than follow-up phone calls. 
The researchers believed that the general lack of participation 
on the first round was ultimately attributable to the nature of the first 
instrument. Thus, the return rate on the second round was consider-
ably greater than the first, while in the University of Virginia and 
Washington studies, the attrition had steadily increased throughout the 
fir st three rounds. This fact led the re searchers to conclude that the 
particular open-ended questionnaire format employed had demanded 
too much from participants. 
The researchers had no real explanation as to why, on the 
second round, the sample loss was so much greater on the RFT 
questionnaire than the SK questionnaire. It was possible, however, 
that the participants were generally more certain about educational 
issues than practice issues, and therefore more willing to participate 
in a questionnaire focusing on the former concerns. This explanation 
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would be congruent with the indication that respondents were generally 
more decisive about forming group judgments on the RFT question-
naire than on the SK questionnaire. 
Finally, there was a very low rate of attrition on the third 
round. This fact suggested to the researchers that the lack of 
participation on the second round was more related to questionnaire 
length than to the three-round nature of the study. 
Convergence. The researchers believed that the absence of 
greater movement toward either consensus and convergence on the 
mode or toward dissensus and divergence could be attributable to 
several causes. It was thought that perhaps the responses on the 
second round indicated that a substantial pool of consensus already 
existed among participants in the study and that respondents perceived 
that there was too little disagreement to be worth the effort required 
to reconsider item ratings. One fact, however, tended to mitigate the 
ability of this argument to explain the lack of greater movement. This 
factor was that modal responses on the second round, while consider-
able, were really not very high . These modal responses had 
averaged 43 percent on the two questionnaires. The researchers 
consequently believed that there was sufficient divergence from the 
n~ode on each questionnaire to encourage a careful reconsideration of 
the rating of each item. Further, some participants did reconsider 
many of their ratings, though these reratings tended to occur more 
often at the beginning of the questionnaire and then at the end. 
On the basis of the preceding argument and the evidence suggested 
by the internal pattern of responses on the third round, the 
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researchers concluded that the lack of greater change of responses 
and convergence on the mode was more related to the length of the 
questionnaire than to the fact that a generalized consensus existed 
among participants previous to initiation of the survey. The 
researchers thus believed that if the questionnaire had been shorter, 
more effort on the part of respondents would have been put into a 
careful reconsideration of item ratings on the third round, and 
greater change and convergence would have occurred as a result. 
Time. The researchers believed that the excessive length of 
time which the research required was partially an inherent problem in 
the methodology and partially a result of too broadly defined a 
research problem. The unanticipated amount of time required by the 
data collection was largely caused by the time necessary to develop 
the second round questionnaires. This editing process contributed to 
a turn-around time between round one and round two questionnaires of 
nearly three months, as compared to the one month reported in the 
University of Virginia and Washington State studies. The researchers 
believed that the cause of this delay was that there was simply too 
much information to work with for the manpower which was available 
to do the editing job. They subsequently thought that if there had been 
fewer variables considered, the editing time, and consequently the 
turn-around time between rounds, could have been cut down consider-
ably. 
The researchers did not conclude on the basis of this argument 
that the Delphi techn~que necessarily requires fewer variables to be 
successful. They did believe, however, that for the degree of 
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specificity which was desired in this study, the consideration of five 
variables not only required an excessive amount of time in terms of 
inter-round editing but also resulted in two lengthy and potentially 
fatiguing questionnaires. Consequently, the length of the question-
naire, already mentioned as a possible factor in the lack of greater 
participation on the second round and greater movement on the third 
round, was also considered a major factor in the long turn-around 
time between rounds. The researchers concluded that for the detail 
desired on this study, there were too many variables to facilitate the 
development of a shorter questionnaire which might have resulted in 
a higher and faster return rate, more movement between rounds two 
and three, and less time involved in actual data collection and 
questionnaire turn-around. 
Discussion of Research Findings 
The researchers concluded that a modified Delphi technique 
could be successfully employed to forecast future social work practice 
and educational needs and to discriminate between components of the 
forecast to suggest appropriate priorities for training social workers 
for this practice. This conclusion was, of course, tempered by the 
limitation that the Delphi was designed as a consensus formation 
procedure and not as a discriminative tool. Yet the study did demon-
strate that, on these issues, the Delphi technique can discern both 
agreements and disagreements within a population. 
The analysis of the data indicated that there was considerable 
consensus within the entire population regarding certain components 
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of this forecast of future social work practice and educational needs. 
Agreement was further demonstrated in the considerable amount of 
consistency between categories within each questionnaire, and the 
considerable consistency as well between the two questionnaires, 
regarding the general character of practice and educational needs. 
Of equal importance, however, the data analysis revealed the 
existence of two essentially divergent views of future practice and 
educational needs, one held by social workers and one held by non-
social workers. These two views seemed to have a major impact 
within each group on the distribution of responses for many components 
of this forecast. As a result, the future generalizing core of Master's 
level social work practice and education, as well as the priorities for 
training Master's level social workers specializing in this field of 
practice, were defined quite different! y by the responses of the two 
groups. 
In summary, the intent of this research study was to provide 
some empirical data in order to facilitate the development of Master's 
level social work training programs in the field of community mental 
health. It was the belief of the researchers that the data produced by 
this study could be utilized for such a purpose if several thoughts were 
kept in mind. 
First, the results of the study were necessarily limited to social 
work practice in the state of Oregon. Second, the forecast produced 
by the study was necessarily a picture of what social workers will be 
doing as an aggregate, not what the individual social worker will be 
doing. Third, the data indicated that the professional direction and 
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training priorities suggested by the collective responses to the third 
round were, to a large degree, a compromise between the views of 
social workers and non-social workers, and would need to be treated 
accordingly. With these cautions in mind, the researchers believed 
that the data could be utilized to facilitate the development of future-
oriented, competency-based social work training programs in this 
field. 
Implications for Further Re search 
There are a number of problems in social work education which, 
on the basis of the results of this study, the researchers believed 
would be fruitful areas of research. For example, this research 
succeeded, for all intents and purposes, in defining the competencies 
needed for social work practice in this field in ten years. However, 
research is still required regarding the optimum formats for 
operationalizing these competencies in an actual training program. 
The researchers believed that such questions as "What would be the 
performance criteria for these competencies?" and "How would these 
competencies be measured?" were indeed knotty problems. 
There is a wealth of research which could be conducted utilizing 
this same research design, such as research forecasting the beliefs of 
social work educators rather than practitioners. Other examples are 
research which would focus on generic social work practice in all fields 
or social work practice at different degree levels. Certainly, too, the 
replication of this study in a state in which the community health 
movement is more developed might produce some interesting 
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comparative data. There was simply no question to the researchers 
that the successful use of the modified Delphi technique in this study, 
despite its limitations and the problems .encountered in the research, 
indicated that this technique holds great promise as a research 
technology that can be used to open many doors for social work 
education in the areas of curriculum planning and evaluation. 
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APPENDIX A 
RESEARCH INSTRUMENTS 
P.S.U. Harter House 
Post Office Box 751 
229-4897 
Training Social Workers for Community Mental Health: A Research Study 
by 
Mark Clay and William Thomas 
The School of Social Work at Portland State University is presently involved 
in establishing an NIMH-funded training project at the Master's degree level in 
community mental health (CMH). The Project's faculty members have decided that 
one criteria for its success will be the development of a close working relation-
ship with the community mental health system in Oregon, both to keep the School 
informed of changes in the field and to insure that the training project is 
responsive to the manpower needs of that system. They believe that maintaining 
continuing ties between the educational institution and the practice community 
is particularly important to the success of this program. They have been con-
cerned, however, thar. because of other priorities the School has not been suf~i-
ciently responsive to the mental health community in planning its programs in 
recent years. In an effort to improve this relationship, faculty of the Project 
held a workshop in June with CMH planners, administrators and staff to discuss the 
Project's curriculum and field program. At this workshop, a proposal for a 
research study was presented which would be conducted for the Project as part of 
a Master's thesis. This study was seen by the participants as a much needed bridge 
between mental health practitioners and the School of Social Work and was endorsed 
by them. The purpose of the stud~ whic~ is outlined in the following pages, will 
be to determine what the practice community sees as the training priorities for 
Master's level social workers in preparing them for future positions in the CMH 
delivery system in Oregon. 
1 
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Research Design: This research study is designed to produce a composite 
picture of what the CMH practice coxmnunity believes Master's level social 
workers will need to know, what skills they will need to possess and what tasks 
and jobs they must be prepared to perform to be effective members of the CMH 
system in Oregon over the next ten years. A survey method known as the Delphi 
technique will be utilized as the basic research design. This is a technique that 
has been developed for achieving consensus among groups of experts about future 
events or trends, and it has been used widely for forecasting goals for educational 
institutions. As applied to this study, the technique will involve a series of 
three questionnaires. The initial questionnaire will be open-ended and will 
require responses to four questions. The first question will ask participants to 
briefly describe the jobs they believe social workers will be filling in the CMH 
system in Oregon .over the next decade. The· second question will ask them to list 
tasks they think will be involved in these jobs. The third and fourth questions 
will ask them to list skills and areas of knowledge which they believe will be 
needed to carry out these jobs. The researchers will compile these statements 
into four master lists which will form the basis of the second questionnaire. In 
this questionnaire, participants will be asked to rate each item on a one to six 
scale, according to their opinion of how representative each job or task is of the 
activities Master's level social workers will be engaged in and how important each 
skill or area of knowledge will be to the performance of these activities. These 
responses will be compiled and the modal response on each item will be determined. 
This information, together with the participant's responses on the second question-
naire, will then be returned as the third questionnaire. Participants will be 
asked to reconsider their rating of each item in light of the modal response to the 
item. They will further be asked to briefly state, .if they so desire, any reasons 
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them with a composite picture of what activities the public CMH practice community 
envisions Master's level social workers engaging in over the next ten years. The 
data the study provides will be utilized by the Mental Health Division's manpower 
section, which is currently engaged in a comprehensive manpower study for the state. 
It should also be of interest to the several groups presently concerned with con-
tinuing education and interdisciplinary training for community mental health. The 
researchers further believe that the study may serve as a prototype of a useful 
research design for engaging in manpower analysis and determining training priori-
ties for other professional groups in the state. 
It is the desire of the researchers that the results of the study will ulti-
mately prove significant i n enabling the School of Social Work to be more responsive 
to the CMH practice cormnunity. This responsiveness, they hope, will in turn con-
tribute to the School's ability to train, as prospective employees of Oregon's 
mental health system, competent social workers who can effectively participate in 
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the development and delivery of comprehensive, community-based mental health services . 
. Time Frame: 
Researchers .will establish contact with the Administrator, Executive Council and staff 
of the State Mental Health Division, the President of the county CMH Program Dir-
ector's Association, the Directors of the county CMH Pr09rams, the State Hospital 
Superintendents, and the Directors of the state-funded Child Treatment Centers 
--September - October 1974 
Prepare and mail the first questionnaire to participants-October 1974 
Prepare and mail the second questionnaire 
Prepare and mail the third questionnaire 
--November 1974 
--December 1974 
Prepare and mail a swmnary of findings to participants --January - February 1975 
10-14-74 
TOM McCALL 
GOVERNOR 
J. D. BRAY, M.D. 
Division Adminl11retor 
DEPARTMENT OF 
HUMAN RESOURCES 
CLEIGl1TON PENWELL 
Dlrec!ot 
DIVISIONS 
Chlldren'1 Servic:.1 
Corr.ctlon1 
fmplovn-t 
HM Ith 
Manr.I He1lth 
Specia l Progrem1 
Voatlon1I R1h1blilt1tlon 
Weif1N 
MENTAL HEALTH DIVISION 
DEPARTMENT OF HUMAN RESOURCES 
2570 CENTER STREET N.E. • • SALEM, OREGON • 
Dear 
I am writing to urge your participation in an upcoming research 
study. Within the next week, you, and possibly some of your 
staff, will receive a questionnaire from two students in the 
School of Social Work at Portland State University. This ques-
tionnaire is part of a study which they are conducting for their 
Master's t~esis with the purpose of determining appropriate 
training priorities for Master's level social workers involved 
in the field of community mental health. Over the next several 
months, you will receive two additional questionnaires, each of 
which, they estimate, will require twenty to thirty minutes of 
your time. 
This research study is part of a larger effort on the part of 
the School of Social Work to increase its responsiveness to the 
manpower needs of Oregon's commllllity mental health system. The 
students have been asked to present their findings and recom-
mendations to the Dean and faculty of the School, and intend 
to provide a ccmplete summary of this information to all par-
ticipants in the study. 
• 
As you may know, the Mental Health Division's Manpower Develop-
ment and Utilization Office has received a grant from the National 
Institutes of Mental Health to conduct a comprehensive analysis 
of Oregon's manpower needs in the field of community mental health. 
Tiiese students are closely coordinating their study with that 
office to prevent unnecessary duplication, and will make their 
findings available for this project. 
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97310 
Commtmity MH Program Directors, et al. 
Page 2 
October 30, 1974 
In my estimation, the study appears to be well designed and 
thought out, and deserving of support. It may well produce 
information that proves valuable to local community mental 
health programs, to the Division and to the School of Social 
Work. I hope you will take the time to participate in this 
study, and will urge your staff to do likewise if they are 
asked to participate. 
Director, Region 2 
JMP:hgp 
Attachment 
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PORTLAND 
STAT E 
UN IVERSITY 
ri 0 bOJ< 751 
r> <• rlf ;ind . or<·g0n 
9720 7 
'.>031229 -4712 
schoo l o1 
'.;Oc 1a l wor~ 
October 14, 1974 
bear 
A new training project has been established a ~ the School of Social Work this fall 
to increase the School's respon s iven e ss to the manpower needs of Oregon's 
community mental health ( CMH ) system. As part of this effort, we are requesting 
your participation, as a working expert in this fie ld , in a research study. It 
is being conducted for the School with the approval of the Dean and Faculty. We 
described this study, which is the basis of our Master's thesis, in a presentation 
to the October 3rd joint staff meeting of the office of Programs for Mental Retard-
ation and Developmental Disabilities. 
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The purpose of the study is to determine appropriate training priorities for Master's 
level social workers in this field by surveying the opinions of CMH practitioners 
regarding what they believe these professionals must be prepared to do. As we 
indicated in our presentation, a broad spectrum of practition·ers in the public 
sector, including planners, program administrators and program staff, is being 
asked to respond to a three part survey which utilizes the Delphi technique of 
consensus formation. This forecastµig t~chnique involves a series of question-
naires interspersed with feedback that preserves the anonymity of individual 
responses. Our survey is designed to produce a composite picture Of what the 
practice community believes Master's level social workers. will need to know, what 
skills they will need to posess and what tasks and jobs they must be prepared to 
perform in order to be effective members of Oregon's CMH system over the next 
decade. 
The survey process requires the use of three questionnaires: 
1) The first questionnaire, which is enclosed with this letter, asks you to list tasks, 
skills and areas of knowledge which you think will be involved in tbe jobs 
Master's level sociatWorkers may be performing in the CMH system. We 
would appreciate the return of this questionnaire by October 31. In order 
to validate the results of this questionnaire, follow-up interviews will be 
conducted with a small sample of the study's participants. 
2) The second questionnaire, which you will receive in November, will ask you 
to rank order lists of/tasks, skills and areas of knowledge, which will be 
developed from responses to the first questionnaire, in terms of their 
imponance to the performance of these jobs. 
3) The third and final questionnaire, which you will receive in December or 
January, will show the modal response for each item, compiled from the 
ratings on the second questionnaire, as compared to your responses. You 
will be asked to consider revising your responses in light of this additional 
information. 
As indicated, feedback to participants is built into the survey process itself. In 
addition, a summary of the study' s findings, maintaining the confidentiality of 
individual responses, will be mailed to you early next year. This summary will 
include the composite profile of training priorities derived from the third question -
naire. It will also include, ·as possible, comparisons between responses of 
planners, administrators and staff; between responses of the different professions 
represented in the study; between responses of participants with M. or E. D. •, 
M. R. and D. D., and A. and D. P. program ccncentrations; and between responses 
of participants involved in predominantly rural and urban Community Mental 
Health Programs. 
The study is being co-ordinated with Mental Health Division's Manpower Developm:! nt 
office, and the information in this summary will be made available-to that office 
for its preparation of a comprehensive manpower needs analysis for 0!'.'egon. 
Further, recommendations based on the findings of the study will be prepared 
and presented to the Community Mental Health Project and the Dean and Faculty 
of the School of Social Work. 
We appreciate your willingness to participate in this study. Thank you for assisting 
us in what we believe to be both a unique approach to determining professional 
training priorities and an important contribution to the future preparation of social 
workers f9r Oregon's community mental health system. 
William B. Thomas 
* Mental or Emotional Disturbances 
Mental Retardation and Developmental Disabilities 
Alcohol and Drug Problems 
Very truly yours, 
Mark L. Clay 
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SOCIAL WORKERS IN COMMUNITY MENTAL !IEA LTH 
Questionnaire :i J 
Professional Affiliation and Degree, if applicable ----...--~_.., ...... "-T_.,...--....---------
( e.g. Education, Nursing, Psychiatry, Psychology, Social Work etc. 
Purpose 
The purpose of this questionnaire is to obtain your opinions a ncl predictions about the 
future activities of social workers in the field of community mental health. It is composed 
of four open-ended questions which ask you to speculate on the following subjects: 
1) the future jobs which you see Master's level social workers performing in 
community mental health; 
2) the tasks involved in these jobs; 
3) the areas of knowledge involved in these jobs; 
4) the skills needed to carry out these jobs. 
Definition of Terms 
For the purposes of this study, the above terms are defined as follows: 
Job: A role or position occupied by the personnel within an organization 
Task: A discrete, purposeful piece of work which is performed as part of a job 
Area of Knowledge: A theory, principle, concept or method, or factual information 
Skill: The ability to apply one's knowledge effectively in the performance of tasks 
Instructions 
In response to each question, please list as many items as you are able to. Attempt to 
make your responses as specific as possible, since specific statements will produce more 
useful data than broad general ones. If additional space is needed to complete your answer 
to any question, please use the space provided on page four. 
BEFORE YOU RESPOND TO THE QUESTIONS ON THE FOLLOWING PAGES, we would 
like you to think for a moment about the future of the community mental health system in 
Oregon in the decade 1975-1985. Ima.gine the structure and organization of the system, 
the needs and problems it will be addressing, and the programs and services it will 
encompass. Then think about the various jobs which you believe Master's level social 
workers may be performing in the different functional areas within the S'j stem, i.e. 
providing direct services; facilitating and administering services; planning, developing 
and evaluating services. 
With this frame of reference in mind, please respond to the questions which follow from 
your perspective as a planner, an administrator or a staff member involved in community 
mental health. 
I)\\ il:it johs do you think Master's kvel social workers will Ix· performing in Or<.'gon's 
CMH svstc:m during the decade 1975- I 985 ? 
For c<i~h item, pkast: give a brief, hchav!oral description of the joh, indkating both 
role and org-..ini7:1t~. For exampk: Family therapist in a children's treatment center 
Administrator c.1! an alcoholic recovery program 
Progrnm evaluator in a CMH center 
2) What tasks do you believe will be involved in these jobs? 
For each item, please state both the action and its purpose as specifically as possible. 
For example: Conducting a home visit as part of a pre-committment screening 
Providing consultation about program design to a drug center 
Planning a sheltered workshop for retarded adults, 
247 
3) Vih~Jt an:~1s of knowledge do you hl'!icvc: a 1wr:-:;on will nc<:d to he familiar with to 
carry out thl'sc jobs ? 
Examples of possible theories, principks, concepts, methods or factual information 
might be: Social learning theory; pnncipks of a<lmlriistrauon; concept of continu1ty of 
ca re; community organization methods; or incidence of m<:ntal rem rdation in Oregon. 
4) What skills do you believe will be needed to carry out these jobs? 
Please attempt to identify both categories of skills and the component skills within each 
category. For example: Interviewing skills- the ability to pl raphrase, the ability to 
gather information ••• 
Grantwriting skills- the ability to write clearly and consisely, 
the ability to proj~ct a budget ••• 
Planning skills- the ability to analyze a policy, the ability to 
formulate objectives ••• 
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Additional Space 
Comments about the questianaire: 
PLEASE RETURN THE COMPLETED QUESTIONNAIRE BY OCTOBER 31, 1974 
To: William B. Thomas 
P. S. U. Harter House 
P.O. 751 
Portland, Oregon 97207 
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PORTLAND 
STA TE 
UNIVERS ITY 
p . o box 751 
por tland . oregori 
97207 
503/229-471 2 
scnool o f 
suc1af work 
21 January 1975 
Dear Participant, 
We sincere l y appreciate your willingness to partic i.pute in this 
research study concerning the future activities of Mast~r•s level social 
workers involved in Oregon's corrmunity mental he~l1· h . sys t em. We were 
gratl fied by the en1husiastic response to ou~ f irst questionnaire, as 
it genera1 ed a 1 remendous amount of data for us to wor~ with, and a 
tremendous nmount of work ~s wel I. 
Th i s is the second of three questionnaires which you wi I I receive 
as part o f th i s survey. The items in this oue s tionnaire repre sen t a 
sl1Tmarization of the responses submitted to lhe fir s t instrunent. These 
i 1· er.is wi 11 not a!{Ear exact I y as you may have v1ri tten them, as it was 
necessary to co~bine related ideas in order to construct a questionnaire 
of man ageab le porportions. The resulting instrument wi 11 tc:ke you 
apprnx imatel.Y 25 mi nutes to complete. ' 
We have di ·1ided the survey in half beca use of the sheer volume of 
l nfonna1 ion which resulted from corr.pi ling and editing the respo;'lses to 
the first que s tionnaim,-some 260 ·total Items. · Thus, half of you are 
receiving a questionnaire relati~g to job role s , f u~ctions and tBsks; 
the other half are receiving a questionnaire re l ating to ski I Is bnd 
knowledge areas. WE: WILL /IPPRECIATE YOUR REACT ION TO ALL OF THE ITEMS 
IN THE ENCLOSED QUESTIONNAIRE \~IETHr:R Q.E NOT YOU COMPLETED QUEST!OMNAI RE 
NU\\BER I. 
The results of this questionnaire wi I I be returned to you as soon 
as they are compiled. They will be reported in the form of the modal 
r esponse of the rati.ngs for each item. These results, together with a 
record 6f your original responses to the i t ems , wi I I make up the third 
questionnaire. Fol lowing our tabulation of reactions to this final 
questicnnaire, you wi 11 rece i ve a r-eport explc.i.ning the ,..- Esults derived 
from bot h halves of the survey. · 
PLEASE RETURN THE COMPLETED QUEST I ONNA! RE BY FEBRUARY 7, 1975. 
A se lf-addressed, stamped envelop is enclosed 'for your convenience. 
Once again may be thank you for your participation. 
Very truly yours, 
Mark ay 
 
Wi I licm B. Thomas 
2 50 
GLOSSARY OF rER\\S 
The fol lowing glossary Is provided for your information should you find 
you have questions about the meanings of certain terms used throughout 
the questionnaire. 
Clients: Individuals,. couples, fttnllles or groups 
Colleges: corrmunlty colleges, four-year colleges, universities 
Menta l Health services: comprehensive services for mentally and emo-
tional ly disturbed, mentally retarded and developmentally disabled, and 
alcohol and drug abusers, or services for any of these populations alone 
Mental Health Set ti ngs include al I of the fol lowing: Resident I al, Day 
Outpatient, Comnunity, and Planning. 
I) Residential/In-patient settings Ce.go treatment center, hospital, 
training center, group home, half-way house, detoxi fl cation 
center, rehab! II tat Ion center) 
2) Day/partial hospitalization settings (e.g. day treatment, drop-
in center, special classroom, sheltered workshop, activity 
center, me11"edone maintenance) 
3) Outpatient setting (e.g. counseling service, evaluation center, 
crisis center, clinic) 
4) comnunlty settings (e.g. hot I Ines, school consultation, parent 
training, corrmunlty education) 
5) Planning settings (e.g. Mental Health Division) 
Personnel: professionals, paraprofessionals, volunteers or trainees 
~: Municipal, County, regional or State 
Target Populations: adolescents; alcohol and drug abusers; children; elderly; 
low-Income groups; mentally or emotionally disturbed; mentally retarded and 
developmentally disabled; minorities 
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SOC I AL WORK ERS IN CQYMUNI TY MENTAL HEAL TH 
Quest ionnaire# 2~Roles, Funct ions , and Tesks 
Genera I Ins t ruc t Ions 
Purpose 
The purpose o f th is s urvey is to obta i n your op1n1ons and predictions 
about the futu re ac t ivities of Master's level soc i BI worker s who wt II be 
involved i~fi eld of corrmunity mental health in Oregon. Thus, we pose 
our questions i n terms o f .!.Q. years from t he present. Further, we are 
interested in the activit i es of these socia l workers~~ .9.!J?..!:!£., that is 
with Master's level social workers involved in al I aspects of the comnunity 
mental health system and with differing i:mounts of experience. 
The Questionna i re 
This questionna i re is divided into t hr ee part s . In the fir s t part, 
Ro les , you wl I I be asked to indicate how frequently you believe Master's 
level social workers as a group wi I I be performing certain roles within 
t heir jobs. By roles we mean major patterns of behavioral expectations 
contained in jobs throughout the corrmunity mental health system. In the 
second part of the questionnaire, Functions, you wl II be asked to indicate 
how frequently you believe Master's level social workers as a group wi II 
be performing certain functions through their jobs. By funct i ons we mean 
the majo r classificat ions o f actlvitle~ rel~ted to system performance, 
into which jobs can be grouped. In the third part,~' you wt II be 
asked to indicate how frequently you be l ieve Master's leve l social workers 
as a group wt II Pe performing certain tasks - ~s part of their Jobs. By 
tasks we mean the discrete, goal-directed activities which make up jobs. 
we. recognize that professionals from disciplines other than social 
work, and social workers of different degree levels (BA/BS, DSW, PhD> , may 
also be performing these ro les, functions and tasks. However, as this 
questionnaire is .2!!.!.z'.. measuring your projections concerning the activities 
of Master's level social workers, you may di s r egard the frequency with 
which you believe other professionals may be performing the role, function 
or task as you formulate your response to each Item. 
Rating the Items 
You wi I I rate all of the Items In this questionnaire with the 
fol lowing five-point scale: 
5 - Very Frequently 
4 - Frequent I y (often) 
3 - Occasional I y 
2 - Infrequently (s eldom) 
I - Very Infrequently 
For each item , simply circle the nunber which most closely approximates 
your projection. 
PLEASE RETURN THE QUESTIONNAIRE IN THE ENCLOSED ENVELOPE BY FEBRUARY 7, 1975. 
.. 
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SOC I AL \\ORK ERS I N COMVIUN I TY MENT ,'\L HEAL TH 
Questionnaire I 2~Roles, Functions and Tasks 
Title of your Current Job~~~--~~~--~~~----------------_.. __ _ Age_ Sex __ _ 
Your Highest Academic or YetJr Degree 
ObttJlned~------~~ Professional Degree and Field.~~~~~~~~--~~~~~~~------~ 
PART I: ROLES 
INSTRUCTIONS 
This part of the questionnaire is made up of 25 items which have to do 
with job roles in the field of carrnunity mental health. These roles could 
be performed in both public and private mental health settings concerned 
with either comprehensive mental health services or services to a partic-
ular target population. Further, we realize that In many cases a single 
job might require the performance of several roles. Fol towing each Item 
we have listed examples of jobs which would involve the perfonnanc$..$of 
the role. 
The fol lowing scale is to be used in rating all 25 items. 
2 3 4 5 
Very lnfrequentlv Infrequently Occasionally 
(se I doml 
Frequently Very Frequently 
(often) 
Please indicate your rating for each item by circling the nllTlber which 
most closely approximates your response to the question below. 
TEN (10) YEARS FROM t-l:JW1 ~FREQUENTLY WILL MASTER'S LEVEL SOCIAL 
\l.ORKERS WHO ARE INVOLVED IN OREGON'S CONMUNITY MENTAL HEALTH SYSTEM BE 
PERFOFWllNG THE FOLLOWING ROLES? 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
I. Administrator - e.g. fiscal administrator, personnel administrator, 
program administrator 
2. Advocate - e.g. client advocate, target population advocate 
3. Analyst - e.g. fiscal analyst, policy analyst, systems analyst 
4. Assesser - e.g. client needs assesser, corrmunlty needs assesser, 
pre-conmittment assesser 
5. Care Taker - e.g. behavior manager, client care taker 
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5 
Very Infrequently 
2 
Infrequently 
(se ldom) 
3 
Occasional I y 
4 
Frequently 
(often) 
Very Frequent I y 
2 3 4 5 ] 6. Case Manager - e.g. aftercare/follow-along/ placement sp~clalist, 
intake/screeni ,ng specialist, referral 
specialist 
2 3 4 5 7. Coordinator - e.g. interagency coordinator, service coordinator 
2 3 4 5 a. Consultant - e.g. administrative consultant, case consultant, 
progrooi consultant, resource consultant 
2 3 4 5 9. Developer - e . g. case developer, manpower developer, policy 
developer, progrCYn developer 
2 3 4 5 10. Diagnostician - e.g. behavior diagnostician, psychiat ri c 
diagnostician, psychological tester 
2 3 4 5 I I. Educator - e.g. college educator, comnunity educator 
2 3 4 5 12. Evaluator - e.g. personnel evaluator, program evaluator 
2 3 4 5 13. Group Faci lltator - e.g. corrmunlty group faci lltator, task force 
faci 11 tator 
2 3 4 5 14. Lobbyist - e~g. political lobbyist, progr<Yn lobbylst 
2 3 4 5 15. Mediator - e.g. client/agency mediator, personnel mediator 
2 3 4 5 16. Mobilizer - e.g. fund raiser, political mobl llzer, resource 
mobl 11 zer 
2 3 4 5 17. Organizer - e.g. CQIT(nunlty organizer, social action organizer, 
task force organizer 
2 3 4 5 18. Planner - e.g. corrmunity planner, progra'll planner, service planner 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
19. Publicist - e.g. progra'll publicist, resource publicist 
20. Researcher - e.g. corrmunlty researcher, program researcher 
21. service Provider - e.g. employment assistance provider, income 
maintenance provider, egal assista~ce provider 
22. Supervisor- e.g. personnel supervisor, service /treatment supervisor 
23. Therapist - e.g. behavior therapist, psychotherapist 
24. Trainer- e.g.. client trainer, staf'f trainer 
25. Writer- e.g. grant writer, proposal writer, report writer 
PART I I: FUNCTIONS 
l 
INSTRUCTIONS 
This part of the questionnaire is made up of 12 items which have to do with 
the functions of jobs In the corrrnunity mental health systemo The three 
functions identified in this questionnaire are Manager, service Enabler, 
and service Deliverer. we are interested in the performance of these job 
functions through public and private mental health settings both in relation-
ship to the provision of comprehensive mental heal ·th services, and In 
relationship to the current organization of services In the comnunlty mental 
health system by target population. These target populations are alcohol 
and drug problems <A&DPl, mentally or emotlonal ly disturbed (MEO>, and 
mentally retarded and developmentally dlsebled <MRDD>. 
The fol lowing scale Is to be used in rating all 12 Items. 
2 3 4 5 
Very Infrequently Infrequently Occasionally 
(seldom) 
Frequently Very Frequently 
(often) 
Please indicate your rating for each item by circling the nUT1ber which most 
closely approximates your response to the question below. 
TEN (10) YEARS FROM f\lJW, .tfQjY FREOUENTL Y WI LL MASTER'S LEVEL SOC I AL l\ORl<ERS 
Wl-0 ARE INVOLVED IN OREGON'S COWi.UNiTY MENTAL HEALTH SYSTEM BE PERFO™ING 
THE FOLLOWING FUNCTIONS? 
MANAGER: includes such roles as Administrator; interagency Coordinator; Evaluator; and 
supervisor 
2 3 4 5 26. Manager of A&DP progran settings 
2 3 4 5 27. Manager of comprehensive mental health progran settings 
2 3 4 5 28. Manager of MED progran settings 
2 3 4 5 29. Manager of MRDD progran settings 
SERVICE ENABLER: includes such roles as corrrnunity needs Assesser; administrative and 
progrcrn Consultant; Developer; college Educator; Lobbyist; 
Organizer; Publicist; Planner; Researcher; and staff Trainer. 
2 3 4 5 30. service Enabler for A&ll' program settings 
2 3 4 5 31 e service Enabler for comprehensive mental health progran settings 
2 3 4 5 32. service Enab~er for MED program settings 
2 3 4 5 33. service Enabler for MRDD progrcm settings 
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5 2 56 
Very Infrequently 
2 
Infrequently 
(seldom) 
3 
Occasional I y 
4 
Frequent I y 
(often) 
Very Frequent I y 
SERVICE DELIVERER: includes such roles as Advocate; precorrrnittment Assesser; Care Taker; 
Case Manager; case Consultant; services Coordinator; Diagnostician; 
coomunlty Educator; Mediator; ServiceProvide-; Therapist; client Trainer 
2 3 4 5 34. Service Deliverer in A&DP progrMI settings 
2 3 4 5 35. service Deliverer in comprehensive mental health program settings 
2 3 4 5 36. service Deliverer in MED prograT1 settings 
2 3 4 5 37. service Deliverer In MRDD prograTI settings 
PART 111: TASKS 
I NSTRUCT IONS 
This part of the questionnaire includes 92 items which have to do with 
the tasks that make up jobs within the ccxrrnunity mental health system. 
These tasks could be performed for jobs in both public and private mental 
health settings concerned with either comprehensive mental health services 
or services to a particular target population. The items are divided into 
12 categories which reflect a coomon purpose for al I of the tasks in the 
group. These categories are Analytical Tasks, Assessment Tasks, Consul-
tation Tasks, Data Col lectlon Tasks, Education and Training tasks, 
Evaluation Tasks, Identification Tasks, Organization and Development Tasks, 
Planning Tasks, Program Management Tasks, service Delivery Tasks, and 
Systems Maintenance Tasks. 
The following scale ls to be used in rating al I 92 Items. 
Very Infrequently 
2 3 
Infrequently Occasionally 
(seldom) 
4 5 
Frequent I y Very Frequent I y 
(often) 
Please indicate your rating for each item by circling the nl.1'11ber which most 
closely approximates your response to the question below. 
TEN (10) YEARS FRO\\ r.()W, ~FREQUENTLY WILL MASTER'S LEVEL SOCIAL \'tORKERS 
Wl-0 ARE I NVOL VED IN OREGON 1 S CONMUN I TY MENTAL HEAL TH SYSTEM BE PERFORM I NG 
THE FOLLOWING TASKS? 
2 57 
Very Infrequently 
2 
Infrequently 
Cse I dam) 
3 
Occasionally 
4 
Frequent I y 
(oft.en) 
Very Freque nt I y 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
'-----------------
A, Analytical Tasks 
I, Analyze a decision-making process (e.g. administrative process, 
legislative process, political process) 
2. Analyze a policy, program or budget 
3. Analyze a relationship with a client (e.g. dynamics, interactions) 
4. Analyze a system or organization (e.g. structure, process) 
5. Analyze research data (e.g. statistical analysts) 
6. Analyze the structure of a corrmunity, county or the state 
(e.g. social, economic, political) 
7. Conduct a diagnostic analysis (e.g. behavioral diagnosis, 
psychiatric eyaluation, psychological testing, psychosoclal 
diagnosis) 
B. Assessment Tasks 
2 3 4 5 B. Assess client needs for mental health services (e.g. intake 
screening, pre-corrmittment investigation) 
2 3 4 5 9. Assess mental health services and delivery systems (e.g. adequacy, 
qua Ii ty) 
2 3 4 5 10. Assess self (e.g. personal and professional strengths and weaknesses) 
2 3 4 5 I I. Assess the educational needs of students preparing for mental 
health occupations 
2 3 4 5 ] 12. Assess the mental health service needs of a corrrnunlty, region or 
the State 
2 3 4 5 ] 1.3. Assess the training needs of mental health personnel 
C. Consultation Tasks 
2 3 4 5 ] 14. Provide acministrative consultation to corrrnunity groups or mental 
health agencies (e.g. fiscal and personnel management and organization) 
2 3 4 5 ] 15. Provide case consultation to mental health service providers or 
corrvnunity resources (e.g. agencies, caretakers, courts, professionals, 
schoo Is) 
2 3 4 5 ] 16, Provide consultation about resources to mental health service 
providers or corrrnunity groups (e.g. availability, funding 
mechanisms and sources, corrmunity resources) 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 SS 
5 2 
Infrequently 
(seldom) 
3 
Occasionally 
4 
Frequent I y 
(often) 
Very Frequent I y 
17. Provide consultation on mental health Issues to business and industry 
18. Provide consultation regarding a target population to corrmunlty 
groups or mental health service providers (e.g. needs, 
intervention strategies) 
19. Provide expert testimony (e.g. court proceedings, pre-corrmittment 
hearings, legislative hearings) 
20. Provide program consultation to corrmunity groups or mental health 
agencies (e.g. design,development, evaluation) 
D. Data Collection Tasks 
21. Design and conduct research studies (e.g. COITl'Tlunlty studies, 
program studies) 
22. Design tools for col lectlng Information (e.g. data collection 
forms, record-keeping systems) 
23. Gather information about social or mental health resources 
(e.g. avai labi I ity, location) 
24. Interview people (e.g. clients, personnel, research subjects) 
25. Maintain records (e.g. case records, services provided, income 
and expenditures) 
26. Observe behavior (e.g. client behavior, organizational behavior) 
E. Education and Training Tasks 
27. Disseminate information about mental health programs and services 
(e.g. brochures, program descriptions, resource directories) 
28. Educate and train students preparing for mental health occupations 
29. Engage in on-going personal and professional growth and learning 
30. Provide a corrmunlty education program for the general public 
or a target population 
31. Train clients in coping, management and maintainence skills 
(e.g. mentally retarded, parents of disabled and disturbed) 
32. Train personnel In mental health agencies 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 •+ 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
5 259 2 
Infrequent I y 
(seldom) 
3 
Occasi ona 11 y 
4 
Frequent I y 
(often) 
Very Frequent I y 
F, Evaluation Tasks 
33. Design instr1.1nents for assessment and evaluation (e.g. clients, 
personnel, program) 
34. Monitor and evaluate the progress and needs of clients 
35. Monitor and evaluate the performance of mental health pe rsonnel, 
programs and agencies (e.g. cost effectiveness, productivity) 
G. I dent i f i cat I on Tasks 
36. Identify corrmunitles and!J)pulatlons in need of mental health services 
37. Identify people in need of mental health or social services 
(e.g. case finding, outreach) 
38. ldenti fy problems in need of research 
H. Organization and oevelopment Tasks 
39. Advocate on behalf of corrmunlties and target populations for 
funds and services 
40. Gevelop comprehensive mental health service centers 
41. Develop an emergency mental health service 
42. Develop a mental health i nformation and referral serv ice 
43. Develop new mental healtti resources (e.g. funding sources, manpowf' r l 
44. Develop policies, procedures and guidelines for mental he a lth 
services and agencies 
45. Develop programs to prevent mental and emotional ' disturbances, 
developmental disabi Ii ties, mental retardation or alochol and 
drug addiction 
46. Mobilize corrmunity support for mental health services and 
target populations (e.g. funds, political support, volunteers) 
47. Organize new mental health services or programs in corrmunlties 
48. Organize social actions (e.g. demonstrations) 
49. Organize task forces (e.g. advisory corrmittees, boards of 
directors, planning bodies) 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
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I n f re que n t I y 
(seldom) 
3 
Occasl ona 11 y 
4 
Frequent I y 
(often) 
Very Frequent I y 
50. Participate In corrmunlty groups and task forces (e.g. agency, 
corrmunlty, state> 
51. Lobby on behelf of mental health progrsns for changes In funding, 
laws or policies (e.g. administrative lobbying, legislative lobbying) 
52. Write proposals for public or private funding of a mental health 
service (e.g. grant application, progrMl proposal) 
I, Planning Tasks 
53. Plan a budget for e mental health agency or progr<Yn 
54. Plan and design a coordinated system of mental heelth services 
for a corrmunlty, region or the state 
55. Plan and design an educational progrtrn for students preparing for 
mental health occupations 
56. Plan and design a training progrc:rn for mental health personnel 
57. Plan and design the progrlfll of a mental health agency 
58. Plan an evaluation design for a mental health service or delivery 
system 
59. Plan goals and measureble objectives for mental health agencies, 
delivery systems or services 
60. Plan goals and measurable objectives with clients 
61. Plan Intervention strategies for working with clients 
62. Plan Intervention strategtes for working with comnunltles, 
organtzattons· and systems 
63. Plan services for a client (e.g. nonnallzatlon, rehabi II tat ion, 
social services, treatment) 
J. Progrlfll Management Tasks 
64. Coordinate mental health prograns and agencies (e.g. inter-
~gency and intra-agency coordination> 
65. Establish prlortties for allocating limited resources (e.g. 
money, personnel, time) 
66. Establish standards of perfonnance for mental health agencies, 
personnel and services (e.g. evaluative criteria, productivity 
indicators> 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
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Infrequently 
(seldom) 
3 
Occasionally 
4 
Frequent I y 
(of ten) 
Very Frequent I y 
67. Explain and justify the progrffils of a mental health agency to 
funding or administrative bodies (e.g. board of directors, legis-
lature, foundations, governmental agencies) 
68. Explain progrffils of mental health agency to personnel 
69. Manage a budget for a mental health agency or program 
70. Modify a plan, policy or progrMl on the basis of research and 
evaluative feedback 
71. Monitor the implementation of laws, regulations, policies or 
procedures (e.g. monitor contract agencies, monitor personnel) 
72. Negotiate contracts with public or private funding bodies or 
service providers 
73. Recruit, hire and organize personnel In a mental health agency 
74. supervise personnel (e.g. coordinate workloads, provide support 
and feedback) 
75. Supervise/Mo-niter the provision of services to clients 
K. service Delivery Tasks 
76. Advocate on behalf of clients for improved benefits and services 
77. Coordinate services for clients to Insure continuity of care 
78. Mediate between client and service sy9ems (e.g. mental health 
services, social services) 
79. Mob iii ze comnuni ty resources on behalf of cl lent 
80. Negotiate contracts with clients 
81. Prescribe and supervise therapeutic medications for clients 
(e.g. antabuse, methadone, psychotropic drugs> 
82. Provide assessment services (e.go diagnosis, evaluation, problem 
identification) 
83. Provide care-taking services (e.g. behavior management, living 
environment maintenance, personal care) 
84. Provide fol low-up services {e.g. after-care, fol low-along, 
placement, SJpervision) 
85. Provide outreach services {e.g. home visits, neighborhood canvassing} 
86. Provide screening services (e.g. informat .ion and referral, match 
c Ii ent to resources) 
very Infrequently 
2 3 4 5 
2 3 4 5 
3 4 5 
2 3 4 5 
3 4 5 
2 3 4 5 
3 
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Infrequent I y 
(se I doml 
Occas.f on8 I I y 
4 
Frequently 
(often) 
Very Frequent I y 
, ________ _ 
87. Provide social services to facilitate social survival (e.g. 
employment/housing assistance, income maintenance, legal aid) 
88. Provide therapeutic intervention services to facilitate 
behavior change, conflict resolution and growth (e.g. counseling, 
rehabi Ii tat ion, therapy! 
L. Systems Maintenance Tasks 
89. Design and prepare visual descriptions of mental health programs 
or agencies (e.g. flow charts, graphs, organization plans, 
PERT chart sl 
90. Form working relationships with other professionals (e.g. Inter-
disciplinary team) 
91. Provide leadership to agencies or c01T111unlty groups (e.g. delegate 
responslbi lity, make decisions) 
92. Write reports (e.g. client histories, conmunlty assessments, 
program evaluations) 
SOCIAL V.ORKERS IN COMYiUNITY MENTAL HEALTH 
Questionnaire # 2~Ski I Is and Knowledge Areas 
General Instructions 
Purpose 
The purpose of this survey is to obtain your opinions and predictions 
about the future act.ivitles ot Master's level social workers who wi 11 be 
involved i~field of cormiunity mental health in Oregon. Thus, we pose 
our questions in terms of .!.Q years from the present. Further, we are 
interested In the activities of these social workers~~ S!:.2.!:2 1 that is 
with Master's level social workers involved in al I aspects of the corrmunity 
mental health system and with differing <Ynounts of experience. 
The Questionnaire 
This questionnaire is divided into two parts. In the first part, 
Ski I Is, you wi I I be asked to indicate how frequently you believe Master's 
level social workers as a group wi I I be uti Ii zing certain ski I Is as they 
perform their jobs within the ·conrnunity mental health system. By skill we 
mean the ability to effectively apply some process in the performance of a 
task, i.e. the discrete, goal-directed activities which .make up jobs. In 
the second part of the questionnaire, Knowledge~, you wl I I be asked to 
indicate how frequently you believe Master's level social workers as a group 
wi I I be uti Ii zing certain knowledge areas as they perform their jobs within 
the conrnunity mental health system. By knowledge arees we refer to 
disciplines, constructs, theories, concepts, methods, principles, strategies 
and empiricatly derived Information. 
We recognize that professionals from disciplines other than social 
work, and social workers of different degree levels (BA/BS, DSW, PhD) may 
also be uti Ii zing these ski Ifs and knowledge areas in performing their jobs. 
However, as this questionnaire Is 2!l!.l measuring your projections concerning 
the activities of Master's level social workers, you may disregard the 
frequency with which you believe other professionals may be uti II zing the 
ski I I knowledge area as you formulate your response to each Item. 
Rating the Items 
You wi I I rate al I of the items in this questionnaire with the fol lowing 
five-point scale: 
5 - Very Frequently 
4 - Frequent I y (often) 
3 - Occasionally 
2 - Infrequently (seldom) 
- Very Infrequently 
For each item, simply circle the nlJTlber which most closely approximates 
your projection. 
PLEASE RETURN THE QUESTIONNAIRE IN THE ENCLOSED ENVELOPE BY FEBRUARY 7, 1975. 
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SOC I AL \\ORKERS IN CCWMUNI TY MENTAL HEAL TH 
Questionnaire # 2~Skl I Is and Knowledge Areas 
Title of your Current Job~------~------~---------.... ------~ Age____ sex _____ 
Your Highest Academic or Year Degree 
Professional Degree and Field Obtained ____ _ 
PART I: SKILLS 
INSTRUCTIONS 
This part of the questionnaire is made up of45 Items which have to do with 
ski I Is that are involved in the field of comnunlty mental health. These 
ski I Is could be uti Ii zed in performing jobs within both public and private 
mental health settings concerned with either comprehensive mental health 
services or services to a particular target fDpulation. Further, each item 
might be uti Ii zed i n performing tasks, as part of those jobs, which have a 
nl.ITlber of different purposes. Following each item, therefore, we heve 
l i sted excmples of related tasks to suggest possible areas of application 
for each ski 11. 
The following scale is to be used in rating all 45 Items. 
2 3 4 5 
Very Infrequently Infrequently Occasionally 
(se I dom) 
Frequently Very Frequently 
(often) 
Pl e ase indicate your rating for each item by circling the nl.lllber which most 
closely approximates your response to the question below. 
TEN (IOI YEARS FRO\\ !\CW,~ FREQUENTLY WILL MASTER'S LEVEL SOCIAL \\ORKERS 
WtO ARE INVOLVED IN OREGON'S CQWAUNITY MENTAL HEALTH SYSTEM BE UTILIZING 
THE FOLLOWING SKILLS? 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
I. Advocacy ski i ls-:e.g. applied to clients, consllliers, target 
populations 
2. Analytical ski I Is - e.g. applied to behavior, budgets, comnunities, 
policies, political processes, relationships, research data, systems 
3. Arbitration ski I Is - e.g. applied to personnel 
4. Assessment ski Its - e.g. applied to client or comnuntty service 
needs, problems, service adequacy, training needs 
5. Care-taking ski I Is - e.g. applie:J to behavior management, client 
personal care, living envlrorvnent maintenence 
Very Infrequently 
2 
Infrequently 
(seldom) 
3 
Occasionally 
4 
Frequent I y 
(often) 
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Very Frequent I y 
----------------------------------------------------
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
6. Case management ski I Is - e.g. applied to fol low-up, referral, 
screening 
7. Corrmunicatlon ski I Is - e.g. applied to feel Ing, listening, physical 
corrmunicatlon, verbal comnunication 
B. Conceptualization skills - e.g. applied to constructs, ideas, 
relationships 
9. Consultation ski I Is - e.g. applied to administration, cases, 
resource availability, progr~ development 
10. Coordination ski I ls - e.g. applled to agenc'les, prograns, services 
I I. Design skills - e.g. applied to curricula, evaluation lnstrl.ITlents, 
graphics, progr~s, record-keeping systems, research studies 
12. Development skills - e.g. applied to cases, manpower, policies, 
progr~s, resources, services 
13. Diagnostic ski Ifs - e.g. applied to behavioral diagnosis, psychiatric 
diagnosis, psychosocial diagnosis 
14. Evaluation ski Ifs - e.g. applied to personnel, programs 
15. Fiscal management skills - e.g. applied to accounting, budgeting, 
record-keeping 
16. Forecasting skills - e.g. applied to needs, social trends 
17. Group facilitation skills - e.g. applied to conmunity groups, 
task groups 
18. Interpretation ski I Is - e.g. applied to behavior, projective tests, 
psychotherapy 
·•9. Interviewing skills - e.g. applied to clients, personnel, research 
subjects 
20. Leadership skills - e.g. applied to decision-making, delegating 
responsibi Ii ties 
21. Lobbying ski I Is - e.g. applied to funds, laws, services 
22. Mediation ski I Is - e.g. applied to agencies/ clients, personnel 
23. Mobilization skills - e.g. applied to fund raising, resources, 
volunteers 
24. Negotiation ski !Is - e.g. applied to progr~ contracts, personnel 
contracts, treatment contracts 
Very Infrequently 
2 
Infrequently 
(seldom) 
3 
Occasi ona 11 y 
4 
Frequent I y 
(often) 
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Very Frequent I y 
---------------------
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
25. Observation ski I ls - e.g. applied to c.I ient behavior, organi za-
tional activities 
26. Office management skills - e.g. applied to equipment, supplies, 
work f I ow 
27. Organizing skills - e.g. applied to corrrnunlties, social actions, 
task forces 
28. Outreach ski I Is - e.g. applied to case finding, case develop-
ment 
29. Personal coping skills - e.g. applied to job survival, self-renewal 
30. Personal management ski I Is - e.g. applied to information, time, 
workload 
31. Personnel management skills_ - e.g. applied to hiring, staff 
organization, supervision 
32. Planning ski I Is - e.g. applied to budgets, delivery systems, 
progrcrns; normalization, rehab! litatlon, treatment; service 
priorities, goals, objectives, strategies 
33. Probl em-solving ski I Is - e.g. app l ied to client problems, 
corrmunity problems 
34. Progrcrn management skills - e.g. applied to client problems, 
corrmunity problems 
35. Public relations ski I Is - e.g. applied to disseminating information 
36. Public speaking ski I Is - e.g. app l ied to progrcm presentation, 
testimony 
37. Record-keeping ski Ifs - e.g. applied to cases, expenditures, 
services 
38. Relationship-building skills - e.g. applied to professional 
relationships, therapeutic relationships 
39. Research skills - e.g. applied to clients, corrrnunities, 
organizations 
40. Service pro~sion ski I Is - e.g. applied to ~ncome/soclal services 
41. Teaching ski I Is - e.g. applied to college education, corrmunlty 
education 
42. Therapeutic intervention ski I Is - e.g. applied to counseling, 
behavior change, psychotherapy, rehab! lltatlon 
267 
3 5 
Very Infrequently 
2 
Infrequently 
(seldom) 
Occasl ona 11 y 
4 
Frequently 
(often) 
Very Frequent I y 
2 3 4 5 43. Training ski I Is - e.g. applied to clients, personnel 
2 3 4 5 44. Writing ski I Is - e.g. applied to grants, proposals, reports 
2 
2 
2 
2 
2 
2 3 4 5 45. ldenti flcatlon ski Ifs - e.g. applied to needs, problems, resources 
3 
3 
3 
3 
3 
PART 11: Kl\OVA..EOGE AREAS 
INSTRUCTIONS 
This part of the questionnaire is made up of 88 items which have to do with 
knowledge areas involved in the field of coomunity mental health. These 
knowledge areas could be uti Ii zed in performi ng jobs within both public and 
private mental health settings concerned with either comprehensive mental 
health services or services to a particular target population. The items 
are organized into 5 categories which reflect a conceptual unity of the 
items contained in each category. These categories are Academrc 'oisclpllnes; 
constructs, theories and concepts which have to do with the HUTian Organism and 
the social Environment; Individual and Social problems; Social Welfare 
Policy and services; and concepts, methods, principles, sttategles and 
theories which have to do with Application and Practice within the canrnunlty 
mental health system. 
The fol lowing scale is to be used in rating al I 88 items. 
2 3 4 5 
Very Infrequently Infrequently Occasionally 
Csel doml 
Frequent I y Very Frequent I y 
(often) 
Please indicate your rating for each Item by circling the nt111ber which most 
closely approximates your response to the question below. 
TEN CIOl YEARS FROM l\QW, ~FREQUENTLY WILL MASTER'S LEVEL SOCIAL ~RKERS 
WHO ARE INVOLVED IN OREGON'S COfM\UNITY MENTAL HEALTH SYSTEM BE UTILIZING 
Kl\OWLEDGE FROM THE FOLLOWING AREAS? 
A. Academic Disc i 121 i nes 
4 5 I • Anthropology 
4 5 2. Economics 
4 5 3. Philosophy 
4 5 4. Political Science 
4 5 5. Psychology 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
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Infrequent I y 
(seldom) 
3 
Occasi ona 11 y 
4 
Frequent I y 
(often) 
Very Frequent I y 
6. Re I i g ion 
7. social Psychology 
a. sociology 
B. The HlITlan Organism and the Social Environment 
Constructs, Theories and Concepts 
9. Abnormal psychology/psychopathology 
10. Anatomy and Physiology 
I I. Chi Id rearing 
12. Environmental/ecological psychology 
13. The Fani ly - e.g. history, structure, dynamics 
14. Government - e.g. organization, operation, allocatlon of resources 
15. Groups - e.g. behavior, dynirnics 
16. HLl'Tlan growth and development 
17. HUTian sexuality 
18. Law and Legal systems - e.g. courts 
19. Mental health 
20. Organizations and bureaucracies 
21. Personality theories - e.g. defense and coping mechanisms 
· 22. Political/legislative process 
23. Social change 
24. social structure and Institutions 
25. Systems theory 
26. social deviancy 
c. Individual and social Problems 
27. Alcohol abuse - e.g. types, incidence, causes 
28. Developmental disabilities - e.g. types, incidence, causes 
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Very Infrequently 
2 
Infrequently 
(seldom) 
3 
Occasionally 
4 
Frequently 
(often) 
Very Frequent I y 
2 3 4 5 
2 3 4 5 
2 3 4 5 J 
2 3 4 5 
29. Drug abuse - e.g. types, Incidence, ca~ses 
30. Learning dlsabi Ii ties - e.g. types, Incidence, C!uses 
31. Mental, emotional and behavioral disturbances - e.g. types, 
incidence, causes 
32. Mental retardation - e.g. types, incidence, causes 
2 3 4 5 33. Poverty - e.g. causes, Incidence 
2 3 4 5 ] . 34. Racism - e.g. causes 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
D. Social welfare Policy and Services 
35. Comnunity mental health - e.g. history, philosophy, principles 
36. Mental health delivery systems - e.g. al location . of resources, 
operation, organization 
37. Mental health financing - e.g. aval lab! llty, mechanisms, sources 
38. Mental health laws, legislation and guidelines 
39. Mental health manpower - e.g. distribution, paraprofessional 
roles, professional roles 
40. Social policy 
41. Social service delivery systems - e.g. al location· of resources, 
operation, organization 
42. Social service financing - e.g. avai labi llty, mechanisms, sources 
43. Social welfare laws, legislation and guidelines 
E. Application and Practice 
Concepts, Methods, Principles, Strategies and Theories 
44. Administration 
45. Accountabl lity 
46. Behavior analysis and modification 
47. Business management 
48. Casework 
49. Citizen/conslJTler participation 
Very Infrequently 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
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In frequent I y 
(seldom) 
3 
Occasionally 
4 
Frequent I y 
Codten) 
Very Frequent I y 
50. C 11 ent /consL1T1er advocacy 
51. C01TTI1unity organization 
52. Confidentiality and civi I rights 
53. Conflict resolution 
54. Consultation 
55. Continuity of care 
56. Crisis intervention 
57. Demography 
58. Epidemiology 
59. Evaluation - e.g. goal attainment scaling 
60. Femi ly psychotherapy 
61. Group psychotherapy 
62. Group work 
63. Individual psychotherapy 
64. Interpersonal COITVTlunication and relations 
65. Intervention with alcohol abusers - e.g. needs, treatment modalities 
66. Intervention with drug abusers - e.g. needs, treatment modalities 
67. Intervention with the developmentally disabled - e.g. needs, 
strategies 
68. Intervention with the mentally retarded - e._g. na:ds,. strategies 
69. Intervention with the mentally or emotionally disturbed - e.g. 
needs, treatment modalities 
70. Medical model - e.g. etiology, diagnosis, treatment 
71. Normalization and life span planning 
72. Parlimentary procedure 
73. Personnel management 
74. Prevention - primary, secondary, tertiary 
2 3 4 5 2 71 
Very Infrequent I y In frequent I y Occ as i on a I I y Fre(uent I y Very Frequent I y 
(se I doml (o ten) 
--------------------------------------------------' ,.. ... 
2 3 4 5 75. Problem-oriented record-keeping 
2 3 4 5 76 . Program development 
2 3 4 5 77 . Program management - e.g. management by objectives, management 
information systems 
2 3 4 5 78. Problem-solving process 
2 3 4 5 79. Psychiatric classifications and nomenclature 
2 3 4 5 80. Psychometric testing and interpretation 
2 3 4 5 81. Psychopharmacology - e.g. medication effects and side effects 
2 3 4 5 82. Public relations 
2 3 4 5 83. Rehabi I itation 
2 3 4 5 84. Research 
2 3 4 5 85. Social forecast i ng 
2 3 4 5 86. Social planning 
2 3 4 5 87. social work principles and code of ethics 
2 3 4 5 88. Supervision 
February 13. 1975 
Dear Mental Health Professional, 
Within the last two weeks, you received a questionnaire as part 
of our research study concernin~ Social Workers and Community Mental 
Health. As of the above date, we have not yet received your reply to 
the questionnaire. If you have already returned it, then may we take 
this opportunity to thank you for doinq so. If you have not yet com-
pleted the questionnaire, could vJe ask that vou take the time in the 
next day or two to respond to it? The questionnaire should take no 
more than twenty to twenty-five minutes to complete. 
Our intent in this studv is to accurately reflect the views of 
mental health professionals throughout Oregon and at all levels of 
involvement in the cor11llunity mental health field. To accomplish these 
goals, we need to have as many returns on our questionnaires as possible. 
~·Je believe that this research will produce information that 
could be of use and value to vou, and it provides an opportunity to 
compare your views on this subject with those of other professionals 
in the state. There are probably other research studies you are par-
ti cipatinq in as well, and we know that there are many other demands on 
vour time. We feel, thauqlt, that this is an tmportant study, ~d we would 
like to compile the survey resronses and return the results to you a~ 
soon as possible. 
Please return the questionnaire in the stamped, self-addressed 
envelope 1>Jhich '"as provided no later than Friday, r-ebruarv 21. 
Thank you very much for vour==ri~e and consideration. 
verv truly your~ • 
• Jj/~,,,C ~~~·~ 
~ark L. Clay Williams. T~omas 
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SOCIAL WJRKERS IN CONN.UNITY ME~lAL HEALTH 
Questionneire I 2A - Roles, Functions and Tasks 
The following instructions were inclu:led in the three sections of the originel 
questionnaire. They are enclosed for your reference. 
PART I: ROLES 
INSTRUCTIONS 
This part of the questionnaire is made up of 24 items which have to do 
with job roles in the field of corrmunlty mental health. These roles could 
be performed in both public and private mental health settings concerned 
with either comprehensive mental health services or services to a partic-
ular target population. Further, we realize that, in many cases, e single 
job might require the performance of several roles. Followlng each Item 
we have listed examples of Jobs which would Involved the performance of 
the rol.e. 
PART I I : FUNCTIONS 
INSTRUCTIONS 
This part of the questionnaire is made up of 12 items which have to do with 
the functions of jobs in the corrmunity mental health system. The three 
functions identified in this questionnaire are Manager, service Enabler, 
and Service Provider. we are Interested in the performance of these job 
functions through public and private mental health settings bofh In relation-
ship to the provision of comprehensive mental health services, and in 
relationship to the current organization of services In the ccrrmunity mental 
health system by target population. These target populations are alcohol 
and drug problems (A&DP>, mentally or emotionally disturbed <MEDI, and 
mentally retarded and developmentally disebled (MRDOl. 
PART 111: TASKS 
INSTRUCTIONS 
This part of the questionnaire ·is made up of 92 items which have to do with 
the tasks that make up jobs within the corrrnunity mental health system. 
These tasks could be performed for jobs In both public and private mental 
health settings concerned with either comprehensive mental health services 
or services to a particular target population. The Items ere divided into 
12 categories which reflect a conmen purpose for all of the tasks In the 
group. These categories are Analytical Tasks, Assessment Tasks, Consul-
tation Tasks, Data Col lectfon Tasks, Education and training Tasks, 
Evaluation Tasks, Identification Tasks, Organization !Ind Development Tasks, 
Planning Tasks, Progrc?ITI Management Tasks, service Del Ivery Tasks, and 
Systems Maintenance Tasks. 
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SOCIAL 'MJRKERS IN CCNMUNITY MENTAL HEALTH 
Questionnaire # 2A - Roles, Functions and Tasks 
Ti tie of your Current Job Age __ Sex 
Your Highest Academic or Year Degree 
Professional Degree and Field-------------------- Obtained-----
1 2 3 
1 2 3 
1 2 3 
The fol lowing scale is to be used in rating all 15 items in this questionnaire. 
1 
Very Infrequently 
2 3 
Infrequently Occasionally 
(seldom> 
4 5 
Frequent I y Very Frequent I y 
<oftenl 
Please indicate your rating for each item by circling the nl.ITlber wnich 
most closely approximates your response to the question In each section. 
Part i : Roles 
TEN YEARS FROM NOW, HOW FREQUENTLY WILL MASTER'S LEVEL SOCIAL WRKERS WHO ARE 
INVOLVED IN OREGON'S CO!M\UNITY MENTAL HEALTH SYSTEM BE PERFORMING ~E FOLLOWING 
ROLES 7 
4 5 3. Analyst - e.g. f i sea I ana J yst , policy analyst, systems ana I yst 
4 5 9. Developer - e.g. case developer, manpower developer, policy 
developer, program developer 
4 5. 17. Organizer - e.g. corrrnunity organizer, social action organizer, task 
force organizer 
Part II : Functions 
TEN YEARS FROM NOW, HQW FREQUENTLY WILL MASTER'S LEVEL SOCIAL \\ORKERS WHO ARE 
INVOLVED IN OREGON'S CONMUNITY MENTAL HEALTH SYSTEM BE PERFORMING THE FOLLOWING 
FUNCTIONS 7 
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SERVICE ENABLER: includes such roles as conmunity needs Assesser; administrative and program 
Consultant; Developer; college Educator; Lobbyist; Orgenlzer; Publicist; 
Planner; Researcher; and staff Trainer 
1 2 3 4 5 
SEPVICE DELIVERER 
1 2 3 4 5 
1 2 3 4 5 
32. Service Enabler for MED program settings 
includes such roles as Advocate; preccmmittment Assesser; Care Taker; 
Case Manager; case Consultant; services Coordinator; Diagnostician; 
cormiunity Educator; Mediator; Servic~rovider; Therapist; client Trainer 
34. Service Deliverer in A&DP program settings 
37. Service Deliverer in MRDD program settings 
1 
Very Infrequently 
2 
Infrequently 
(se I doml 
3 
Occasionally 
4 
Frequent I y 
(often) 
5 
Very Frequently 2 75 
--------------------------------------------------------------------------------------------------
.. 
Part Ill: Tasks 
TEN YEARS FROM NOW, HOW FREQUENTLY WILL MASTER'S LEVEL SOCIAL 'w\ORKERS WHO ARE 
INVOLVED IN OREGON'S COMMUN I TY MENTAL HEAL TH SYSTEM BE PERFORM I NG THE FOLLOWING 
TASKS ? 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
A. Analytical Tasks 
3. Analyze a relationship with a client ( (!.g. dynamics, interactions l 
E, Education and Training Tasks 
32. Train personnel in mental health agencies 
G. ldenti fication Tasks 
38. ldenti fy problems in need of research 
H. Organization and Development Tasks 
45. Develop programs to prevent mental and emotional disturbances, 
developmental disab! I ities, mental retardation or alcohol and drug 
addict ion 
49. Organize task forces (e.g. advisory COOl'Tlittees, boards of directors, 
planning bodies l 
52. Write proposals for pub! ic or private funding of a mental health 
service (e.g. grant application, program proposal ) 
JL Program Management Tasks 
72. Negotiate contracts with public or priv~te funding bodies .2L service 
providers 
74. Supervise personnel < e.g. coordinate workloads, provide support and 
feedback l 
L. Systems Maintainence Tasks 
90. Form working relationships with other professionals (e.g. interdisci-
p Ii nary team l 
PORTLAND 
STATE 
UNIVERSITY 
p o . box 75 1 
1.nr l land. o regon 
97207 
50:.J/229 -471 2 
school of 
social work 
March 15, 1975 
Dear 
Thank you for returning the second part of our Delphi survey con-
cerning the future activities of Master's level social workers in the 
field of community mental health. Enclosed with this letter is the third 
and final questionnaire which we are requesting that you complete. This 
last questionnaire is an essential part of the research study. It is thus 
vital that we have a 100% rate of return of this instrument to insure that 
the time which you have already invested in this process has been well 
spent. 
One of our objectives in using the Delphi forecasting technique as a 
research design is to determine the strength of consensus on ratings of 
the items in the study. Accordingly, in this instrument we have indicated 
the rating which was selected mst often for each item in the second ques-
tionnaire. We think that you will find it interesting to co'mpare your 
ratings of the items with the modal responses of your coileagues through-
out the state. 
The purpose of this final step in the Delphi process is to provide 
you with an opportunity to reconsider your rating of each item with the 
knowledge of the modal response to the item. In rhe enclosed questionnaire, 
the modal response is indicated by a black diamond around the ap.propriate 
rating, and your response is indicated by a red " . Y " directly on the 
rating. Items marked with two black diam~nds had two ratings with an equal 
number of responses. 
Please mark the items in this questionnaire as follows: 
1) Where you wish to change one of your previous responses in light 
of the modal response, simply circle the new rating. 
2) Where you do not desire to change a previous rating after considering 
this information, simply ~o tf>thing. 
After we nave compiled the responses to t~is final questionnaire. we will 
provide you with a summary of the results and implications of both halves 
of the study, that is of both Part A: " Roles, Fu~ctions and Tasks " and of 
Part B: " Skills and Knowledge Areas ". 
PLEASE RETURN THE COMPLETED QUESTIONNAIRE BY APRIL 2, 1975. A stamped, 
1 self-addressed envelope is enclosed for your convenience. Once again may 
; we thank you for your time and energy in assisting us with this research. 
2 76 
Truly YoP2i._ rf' 
(J), U.N~rf). IJ)l~ ~i11iam B. Thomas 
Coding ti __ _ 
SOCIAL \\ORKERS IN CONMUNITY MENTAL HEALTH 
Questionnaire# 3~Roles, Functions and Tasks 
Title of your Current Job~~~~~~~~~~~~~~~~~~~~--­
Your Highest Academic or 
Professional Degree and Field~~~~~~~~~~~~~~--~--~~~ 
PART I: ROLES 
INSTRUCTIONS 
This part of the questionnaire is made up of 25 items which have to do 
with job roles in the field of comnunity mental health. These roles could 
be performed in both public and private mental health settings concerned 
with either comprehensive mental health services or services to a p8rtic-
ular target population. Further, we realize that in many cases a single 
job might require the performance of several roles. Following each item 
we have listed examples of jobs which would Involve the performence of 
the role. 
The following scale is to be used in rating ell 25 items. 
Very Infrequently 
2 3 
Infrequently Occasionally 
(seldom) 
4 5 
Frequently Very Frequently 
(often) 
On items where you wish to change your response to the question belaw in 
light or the modal response, please circle the new re.ting. 
On items where you do not desire to change JOUT rating a.t'ter c011Bider1ng 
this inf'ormation, please do nothing. . 
TEN < 101 YEARS FROM t-OW, .!!?1i FREOUENTL Y WI LL MASTER'S LEVEL SOC I Al 
V.ORKERS 'M-iO ARE INVOLVED IN OREGON'S COfM\UNITY MENTAL HEALTH SYSTEM BE 
PERFO~ING THE FOLLOWING ROLES~ 
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I. Administrator - e.go fiscal administrator, personnel administrator, 
progr<YT1 administrator 
2. Advocate - e.g. client advocate, target population advocate 
3. Analyst - e.g. fiscal analyst, policy analyst, systems analyst 
4• Assesser - e.g. client needs assesser, corrmunity needs assesser, 
pre-corrmittment assesser 
5. Care Taker - e.g. behavior manager, client care teker 
· 0 • Modal Response " Y " • Your Reeponae 
Very Infrequently 
2 30 5 
2 3~5 
2 3 4~ 
2 30 5 
2 30 5 
2~ 4 5 
2 3~ 5 
2 3 5 
2 4 5 
2 4 5 
2 4 5 
2 5 
2 5 
2 4 5 
2 4 5 
2 4 5 
2 3 5 
2 3 5 
2 3 5 
2 3 5 
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5 2 
Infrequently 
(se I dom) 
3 
Occasionally 
4 
Frequent I y 
(often) 
Very Frequent I y 
6. Case Manager - eag• aftercare/follow-along/ placement specialist, 
Intake/screening specialist, referrel 
speci a Ii st 
7. Coordinator - e.g. interagency coordinator, service coordinator 
s. Consultant - e.g. administrative consultant, case consultant, 
progr<Yn consultant, resource consultant 
9. Developer - e.g. case developer, manpower developer, policy 
developer, program developer 
10. Diagnostician - e.g. behavior diagnostician, psychiatric 
diagnostician, psychological tester 
I I. Educator - e.g. college educator, corrmunity educator 
12. Evaluator - e.g. personnel evaluator, progr001 evaluator 
13. Group Facilitator - e.g. corrmunity group facilitator, task force 
· facl 11 tator 
14. Lobbyist - e.g. pol I ti cal lobbyist, progrMi lobbyist 
15. Mediator - e.gv client/agency mediator, personnel mediator 
16. Mobilizer - e.g. fund raiser, political mobl lizer, resource 
mobi Ii zer 
17. Organizer - e.go comnunity organizer, social actfon organizer, 
task force organizer 
18. Planner - e.g. comnunity planner, program planner, service planner 
19. Publicist - e.g. progr<Yn publicist, resource publicist 
20. Researcher - e.g. COO'l'Tlunity researcher, progrcm researcher 
21. Service Provider - e.g. employment assistance provider, income 
maintenance provider, ~gal assistance provider 
22. Supervisor - e.g. personnel supervisor, service/treatment supervisor 
23. Therapist - e.g. behavior therapist, psychotherapist 
24. Trainer - e.g. c Ii ent trainer, st a f 'f trainer 
25. wr i t e r - e • g • grant writer, proposal writer, report ~r i ter 
-----------------------------------------·----------------------------------------------------0 = Modal Reeponee " Y " • Your Respoll!le 
PART I I: FUNCTIONS 
INSTRUCTIONS 
This pert of the questlonneire Is mode up of 12 Items which heve to do with 
the functions of jobs In the carmunity mental heelth system. The three 
functions I dent I fied In this questionnaire are Maneger, service Enebler, 
end service Deliverer. we ere Interested in the performance of these Job 
functions through public end prlvete mental health settings both In reletlon-
shlp to the provision of comprehensive men t al health services, end in 
reletionship to the current orgenlzation of services in the carmunlty mantel 
health system by target population. These target populations are alcohol 
and drug problems (A&!Fl, mentally or emotionally disturbed (MED>, end 
mentally retarded and developmentally disabled lMRDD>. 
-----------· 
The fol lowing scale ls to be used in rating al I 12 items. 
2 3 
Very Infrequently ~nfrequently Occasionally 
(se I dom) 
4 5 
Frequently Very Frequently 
(often) 
On items vhere you wish to change your response to the question below in 
light of the modal response, please circle the new rating. 
On items vhere you do not deaire to change your rating af'ter considering 
this information, please do nothing. 
TEN ClO> YEARS FROM ~W, ~FREQUENTLY Will MASTER'S LEVEL SOCIAL VtORKERS 
Wf-0 ARE INVOLVED IN OREGON'S COYIMUNITY MENTAL HEALTH SYSTEM BE PERFORYtlNG 
THE FOLLOWING FUNCTIONS? 
MANAGER: includes such roles as Admlnistretor; lnteregency Coordln8tor; Evaluator; end 
Supervisor 
2 3 5 26. Manager of A&IF progran settings 
2 3 5 27. Manager of comprehensive mental health progrmi settings 
2 3 5 28. Manager of MED progran settings 
2 3 5 29. Manager of MRDD progran settings 
SERVICE ENABLER: includes such roles as corrmunity needs Assesser; administrative end 
progra-n Consultant; Developer; college Educator; Lobbyi~t; 
Organizer; Publicist; Planner; Researcher; and staff Trainer. 
30. service Enabler for A&DP progran settings 
31. Service Enabler for comprehensive mental heal th progran settings 
32. service Enab~er for MED progrCfrl settings 
33. service Enabler for MRDD progrC1T1 settings 
() -= Modal Response 11 Y " • Your Response 
2 79 
280 
very Infrequently 
2 
Infrequently 
(seldom) 
3 
Occaslonel ly 
4 
Frequent I y 
(often) 
Very Frequt•nt I y 
SERVICE DELIVERER: Includes such roles as Advocate; preeonmlttment Assesser; Cere Taker; 
Case Manager; case Consultant; services Coordinator; Olagnostlclen; 
corrrnunlty Educator; Medletor; serviceProvldEr; Thereplst; client Trelner 
2 3 0 4 . J 34 • Serv Ice De live re r I n A&DP prognm sett I ngs 
2 3 4 ~ J 35. Service OelNerer In comprehensive mentel health progrtm settings 
2 3 4 ~ J 36. Service De llverer in MED progran sett I ngs 
2 0 4 5 ] 37. Service Deliverer In MRIJD prognm settings 
-------~----------------------------------------- -----------------------------------------
() = Modal Response " Y '' = Your Response 
PART 111: TASKS 
INSTRUCTIONS 
This part of the questionnaire· includes 92 items which have to do with 
the tasks that make up jobs within the corrrnunfty mental health system. 
These tasks could be performed for jobs in both public and private mental 
health settings concerned with either comprehensive mental health services 
or services to a particular target population. The items are divided into 
12 categories which reflect a corrrnon purpose for al I of the tasks in the 
group. These categories are Analytical Tasks, Assessment Tasks, Consul-
tation Tasks, Data Collection Tasks, Education and Training Tasks, 
Evaluation Tasks, Identification Tasks, Organization and Development Tasks, 
Planning Tasks, ProgrCITI Management Tasks, Service Delivery Tesks, end 
Systems Maintenance Tasks. 
The fol lowing scale is to be used Jn rating all 92 items. 
2 3 4 5 
Very Infrequently Infrequently Occasionally Frequently Very Frequently 
(seldom) (often) 
On items where you wish to change your response to the question below in 
light of the modal response, please circle the new rating. 
On items where you do not desin'! to change your ratillg atter considering 
this in:farmation, please do nothing. 
TEN CIO) YEARS FROM l'X)W, filW FREQUENTLY WILL MASTER'S LEVEL SOCIAL V.ORKERS 
Wl-0 ARE I NVOL VED IN OREGON'S CGYMUN I TY MENTAL HEAL TH SYSTEM BE PER FORM I NG 
THE FOLLOWING TASKS? 
Very Infrequently 
• 
2 5 281 
l nfrequent l y 
Cse I doml 
3 
Occasionally 
4 
Frequently 
(often) 
Very Frequent I y 
A. Analyti~al Tasks 
I. Analyze a decislon~aking process (e.g. administrative process, 
legislative process, political process) __ 
2. Analyze a policy, progrMl or budget 
3. Analyze a relationship with a client (e.g. dyn5nlcs, Interactions) 
4. Analyze a system or organization (e.g. structure, process) 
5. Analyze research data (e.g. statistical analysis) 
6. Analyze the structure of a coomunity, county or the stete 
(e.g. social, economic, political) 
7. Conduct a diagnostic analysis (e.g. behavioral diagnosis, 
psychiatric eyaluation, psychological testing, psychosocial 
diagnosis) 
B. Assessment Tasks 
a. Assess cl lent needs for mental heal t h services (e.g. lnteke 
screening, pre-comnlttment lnvestigatlon) 
9. Assess mental health services and delivery systems (e.g. adequacy, 
qua Ii ty) 
10. Assess self (e.g. personal and professional strengths and weaknesses) 
II. Assess the educational needs of students preparing for mental 
health occupations 
] 12. Assess the menta~ health service needs of a conmunlty, region or 
the State 
] 13. Assess the training needs of mental health personnel 
c. Consultation Tasks 
] 14. Provide administrative consultation to carmunity groups or mental 
health agencies (e.g. fiscal and personnel management and organization) 
] 15. Provide case consultation to mental health service providers or 
community resources (e.g. agencies, caretakers, courts, professionals, 
school sl 
] 16. Provide consultetion about resources to mental health service 
providers or corrmunity groups (e.g. avai labl lity, funding 
mechanisms and sources, conrnunity resources) 
. · () = )b:lal Respai se " Y " = Your Response 
Very Infrequently 
282 
3 5 2 
Infrequently 
(seldom) 
Occas l ona 11 y 
4 
Frequent I y 
(often) 
Very Frequent I y 
17. Provide consultation on mental health Issues to business and industry 
18. Provide consultation regarding a target populetlon to comnunlty 
groups or mental health service providers (e.g. needs, 
intervention strategies) 
19. Provide expert testimony (e.g. court p~oceedings, pre-conmlttment 
hearings, legislative hearings> 
20. Provide progrMJ consultation to corrrnunlty groups or mental health 
agencies (e.g. design, development, evaluation) 
D. Data Collection Tasks 
21. Desi~n and conduct research studies (e.g. conmunlty studies, 
progrcrn studies) 
22. Design tools for col lectlng Information (e.g. deta col lectlon 
forms, record-keeping systems) 
23. Gather Information about social or mental heelth resources 
(e.g. availability, location) 
24. Interview people (e.g. clients, personnel, research subjects) 
25. Maintain records (e.g. case records, services provided, income 
and expenditures) 
26. Observe.behavior (e.g. client behavior, organizational behavior) 
E. Education and Training Tasks 
27. Dissem i nate information about mental health prograns and services 
(e.g. brochures, progrc:m descriptions, resource directories) 
28. Educate and train students preparing for mental health occupations 
29. Engage In on-going personal and professional growth end learning 
30. Provide a corrmunity education program for the gener~I public 
or a target population 
31. Train clients in coping, management and maintalnence ski Ifs 
(e.g. mentally retarded, parents of di!:abled and dlst'urbed) 
32. Train personnel In mental health agencies 
0 = Modal Response " Y " a Your Reeponae 
Very Infrequently 
5 
2 3 5 
2 5 
2 5 
2 5 
2 5 
20• 5 
2 305 
2 30 5 
2<J 4 5 
2 3 05 
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5 2 
Infrequently 
<se I dom) 
3 
Occaslonelly 
4 
Frequent I y 
(often> 
Very Frequent I y 
F. Eveluetlon Tesk!, 
33. Design instrllTlents for assessment and evaluation {e.g. clients, 
personnel, program) 
34. Monitor and evaluate the progress and needs of clients 
35. Monitor and evaluate the performance of mental health personnel, 
programs and agencies (e.g. cost eHectiveness, productivity) 
G. Identification Tasks 
36. Identify corrrnunltles and~pulations In need of mental health services 
37. Identify people in need of menta l health or social services 
(e.g. case finding, outreach) 
38. ldenti fy problems in need of research 
H. Organization and Development Tasks 
39. Advocate on behalf of cO"llTlunlties and target populations for 
funds and services 
40. Develop comprehensive mental health service centers 
41. Develop an emergency mental health service 
42. Develop a mental health Information and referral service 
43. Develop new mental healttl resources (e.g. funding sources, manpower) 
44. Develop policies, procedures and guidelines for mental health 
services and agencies · 
45. Develop programs to prevent mental and emotional ' disturbances, 
developmental disabi Ii ties, mental retardation or alochol and 
drug addiction 
46. Mobi llze conmunity support for mental health services and 
target populations (e.g. funds, political support, volunteers) 
47. Organize new mental health services or progrm1s In conmunlties 
48. Organize social actions (e.g. demonstrations) 
49. Organize task forces (e.g. advisory comnlttees, boards of 
directors, planning bodies) 
0 = Modal Response " Y .. = Your Response 
Very Infrequently 
2 
I n f re que n t I y 
(seldom) 
3 
Oc~asloncl ly 
4 
Frequent I y 
(often) 
5 284 
Very Frequent I y 
---------------------------------
2~~5 
2 3<15 
50. Participate in carrnunlty groups and task forces (e.g. agency, 
corrmunlty, State) 
51. Lobby on behalf of mental health progri7T!s for changes In funding, 
laws or policies (e.g. administrative lobbying, legislative lob-nyirrg) 
52. Write proposals for public or private funding of a mental health 
ser·vice (e.g. grant application, program proposal) 
I, Planning Tasks 
53. Plan a budget for a mental health agency or progrlfT! 
54. Plan and design a coordinated system of mental health services 
for a corrmunlty, region or the state 
55. Plan and design an educational prograTI for students preparing for 
mental health occupations 
56. Plan and design a training program for mental health personnel 
57. Plan and design. the progrM! of a mental health agency 
58. Plan an evaluation design for a mental health service or delivery 
system 
59. Plan goals and measurable objectives for mental health agencies, 
delivery systems or services 
60. PI an goals and measurable objectives with clients 
61. PI an intervention strategies for working with clients 
62. PI an intervention strategies for working with comnunlties, 
organ i zat i ans a·nd systems 
63. Plan services for a client (e.g. normalization, rehabi Ii tat ion, 
social services, treatment) 
J. Program Management Tasks 
64. Coordinate mental health progrlfT!s and agencies (e.g. inter-
agency and intra-agency coordination) 
65. Establish priorities for al locating limited resources (e.g. 
money, personnel, time) 
66. Establish standards of performance for mental health agencies, 
personnel and services (e.g. evaluative criteria, productivity 
ind i caters) 
() = Modal Response " Y " = Your Response 
Very In frequent I y 
204 5 
2 3~~ 2 3 5 ] 
2 i> 4 5 l
2 30 5 
2 30 5 
2 3~5 2 3 4 5 
2 3 05 
2 3 5 
2 3 5 
2 3 5 
2 3~5 
I 2 3 4 5 
0 2 3 4 5 
2 30 5 
20 4 5 
2 30 5 
2 0 4 5 
2 3 05 
2 5 285 
In frequent I y 
(se I doml 
3 
Occasionally 
4 
Frequently 
(often) 
Very Frequent I y 
67. Explain and justify the progrM1s of a mental health agency to 
funding or ecinlnlstrative bodies (e.g. board of directors, leg ls-
lature, foundations, governmental agenc I es> 
68. Explain programs of mental hea I th agency to personnel 
69. Manage a budget for e mentel health agency or program 
70. Modify a plan, pollcy or progran on the basis of research and 
evaluative feedback 
71. Monitor the implementation of laws, regulations, policies or 
procedures (e.g. monitor contract agencies, monitor personnel) 
72. Negotiate contracts with public or private funding bodies or 
service providers 
73. Recruit, hire and organize personnel in a mental health agency 
74. supervise personnel (e.g. coordinate workloads, provide support 
and feedback> 
75. Supervise/Monitor the provision of services to clients 
K. service Oo livery Tasks 
76. Advocate on behalf of clients for improved benefits and services 
77. Coordinate services for clients to insure continuity of care 
78. Mediate between client and service syelems (e.g. mental heelth 
services, social services) 
79. Mobill ze coomunl ty resources on behalf of cl lent 
80. Negotiate contracts with clients 
81. Prescribe and supervise therapeutic medications for clients 
(e.g. antabuse, methadone, psychotropic drugs) 
82. Provide assessment services (e.g. diagnosis, evaluation, problem 
i dent if i cation) 
83. Provide care-taking services (e.g. behavior management, living 
environment maintenance, personal care) 
84. Provide fol low-up services (e.g. after-care, fol low-along, 
placement, sipervision) 
85. Provide outreach services (e.g. home visits, neighborhood canvassing) 
86. Provide screening services (e.g. informat 'ion and referrel, match 
c Ii ent to resources) 
~ = Modal. Reepcnoe " Y " = ?"Dur Response 
very Infrequently 
'0· 5 
2 3 
·0 
2 3 05 
2 3 05 
2 
Infrequently 
(seldom) 
3 
Occas.lonal ly 
4 
Frequent I y 
(often) 
5 286 
Very Frequent I y 
87. Provide social services to facl l itate social survival (e.g. 
employment/housing assistance, incom~lntenance, legal aidl 
88. Provide therapeutic Intervention services to faci I itate 
behavior change, conflict resolution and growth (e.g. counseling, 
rehab! lltation, therapy> 
L. Systems Maintenance Tasks 
89. Design and prepare visual descriptions of mental health programs 
or agencies (e.g. flow charts, graphs, organization plans, 
PERT chart sl 
90. Form working relationships with other professionals (e.g. lnter-
discipl inary team) 
91. Provide leadership to agencies or colTTTlunity groups (e.g. delegate 
responslbl lity, make decisions) 
92. Write reports (e.g. client histories, corrmunlty assessments, 
program evaluations) 
<:>•Modal. Reeponoe 
Comments on the Questionnaire or on the Study 
" Y " ,. Your Response 
Coding II __ 
SOC I AL V.ORK ER S IN COrWv'i1..JN ; TY MENTAL HEAL TH 
Questionnaire N 3~Skl I Is an u Knowledge Arees 
Title of your Current Job~~~~~~~~~~~~~~~~~~~~~~ 
Your Highest Academic or 
Professional Degree and Field~~~~~~~~~~~~~~~~~~~~ 
PART I: SK ILLS 
INSTRUCT IONS 
This part of the questionnaire is made up of 45 Items which have to do with 
skills that are involved in the field of corrmunity mental health. These 
skills could be uti Ii zed in performing jobs within both public and private 
mental health settings concerned with eithe r canprehenslve mental health 
services or services to a particular target fDpulation. Further, each item 
might be utl Ii zed in performing tasks, as part of those jobs, which have a 
nunber of different purposes. Fol lowing each item, therefore, we have 
listed exMtples of related tasks to suggest possible areas of application 
for each ski 11. 
The fol lowing scale is to be used in rati ng a l I 45 items. 
Very Infrequently 
2 3 
Infrequently Occasionally 
(seldom) 
4 5 
Frequently Very Frequently 
(often) 
On items where you wish to change your response to the question belov in 
light of the modal response, please circle the new rating. 
On items where you do not desire to change your rating af'ter considering 
this in!'ormation, please do nothing. 
TEN CIOJ YEARS FRQ'v\ l'lJW, ~ FREOUENTLYWILLMASTER'S LEVEL SOCIAL YtORKERS 
Wl-0 ARE INVOLVED IN OREGON'S CXWMUNI TY MENTAL HEAL TH SYSTEM BE UTILIZING 
THE FOLLOWING SKILLS? 
I. Advocacy skills-.e.g. applied to clients, consllTiers, target 
populatlons 
287 
2. Analytical ski I Is - e sg. applied to behavior, budgets, comnunities, 
policies, political processes, rela t ionships, research data, systems 
3. Arbitration ski I Is - e.g. applied to personnel 
4. Assessment ski I Is - e.g. applied to client or corrmunity service 
needs, problems, service adequacy, training needs 
5. Care-taking ski I Is - e.g. applB::l to behavior management, clie~t 
personal care, living environment maintenance 
-------------------------------------------------------------------------------~-----------0 = Modal Response " Y " = Your Response 
Very Infrequently 
2 3 ~5 
2 3 4 ~] 
2 3~ 5 
2 3 *] 
2 3 ~5 
2 ~4 5 
2 
* 
5 
2 3~~ 
2 3 ~ 5 
2~ 4 5 
2 ~4 5 
2 3~5 
2 3 ~5 
2 3 4~ 
2 3~ 5 
2 ~ 4 5 
2 3 ~ 5 
2 ~4 5 
5 288 2 
Infrequently 
(se I dam) 
3 
Occasionally 
4 
Frequent I y 
(often) 
Very Frequent I y 
6. Case management ski I Is - e.g. applied to fol low-up, referral, 
screening 
7. Coornunicatlon skills -~applied to feeling, listening, physical 
corrmunication, verbal corrmunication 
8. Conceptualization skills - e.g. applied to constructs, Ideas, 
relationships 
9. Consultation ski I Is - e.g. applied to administration, cases, 
resource avai lab! lity, program development 
10. Coordination ski I Is - e.g. applied to agencies, progrMts, services 
II. Design skills - e.g. applied to curricula, evaluation lnstrunents, 
graphics, progretns, record-keeping systems, research studies 
12. Development skills - e.g. applled to cases, manpower, pollcles, 
progrCYns 1 resources, services 
13. Diagnostic ski I Is - e.g. applied to behavioral diagnosis, psychiatric 
diagnosis, psychosocial diagnosis 
14. Evaluation ski I Is - e.g. applied to personnel, progrcrns 
15. Fiscal management ski I Is - e.g. applied to accounting, budgeting, 
record-keeping 
16. Forecasting skills - e.g. appiied to needs, social trends 
17. Group facilitation skills - e.g. applied to corrmunlty groups, 
task groups 
18. Interpretation skills - e.g. applied to behavior, projective tests, 
psychotherapy 
i9. Interviewing ski I Is - e.g. applied to clients, personnel, research 
subjects 
20. Leadership ski I Is - e.g. applied to declsion~aklng, delegating 
responsibi llties 
21. Lobbying ski Ifs - e.g. applied to funds, laws, services 
22. Mediation ski I Is - e.g. applied to agencies/ clients, personnel 
23. Mobilization ski I Is - e.go applied to fund raising, resources, 
volunteers 
24. Negotiation skills - e.go applied to progrooi contrects, personnel 
contracts, treatment contracts 
-----------------------------------------------------------------------------------------------
() • lblal Re1J>Onee " Y " • Your Response 
Very Infrequently 
2 3 ~5 
2~4 5 
2 3 ~5 
2 3~ 5 
2 3 ~5 
2 ~4 5 
2 ~4 5 
2 3~5 
2 3 ~5 
2 3 ~5 
2 3 ~ 5 
2 ~4 5 
2 3 ~5 
2 3~5 
2~ 4 5 
2 ~4 5 
2 3 4 5 
2 3 4~ 
3 5 289 2 
Infrequently 
(se I doml 
Occ as I OM I I y 
4 
Frequent I y 
<often) 
Very Frequent I y 
25. Observation ski I Is - e.g. applied to client behavior, orgenlza-
tlonal activities 
26. Office management ski Its - e.g. applied to equipment, supplies, 
work flow 
27. Organizing ski I Is - e.g. applied to corrmunlties, social actions, 
task forces 
28. Outreach skills - e.g. applied to case finding, case develop-
ment 
29. Personal coping ski I Is - e.g. applied to job survival, self-renewal 
30. Personal management ski I ls - e.g. applied to informetion, time, 
workload 
31. Personnel management ski I Is - e.g. applied to hiring, staff 
organization, supervision 
32. Planning skills - e.g. applied to budgets, delivery systems, 
programs; normalization, rehabi Ii tat ion, treetment; service 
priorities, goals, objectives, strategies 
33. Problem-solving ski I Is - e.g. applled to client problems, 
corrmunity problems 
34. Program management skills - e.g. applied to client problems, 
comnunity problems 
35. Public relations skills - e.g. applied to disseminating Information 
36. Public speaking ski I Is - e.g. applied to progrmi presentation, 
testimony 
37. Record-keeping skills - e.g. applied to cases, expenditures, 
services 
38. Relationship-bui !ding ski I Is - e.g. applied to professional 
relationships, therapeutic relationships 
39. Research ski I Is - e.g. applied to clients, comnunities, 
organizations 
40. service pro~sion ski I Is - e.g. applied to income/social services 
41. Teaching ski I Is - e.g. applied to college education, corrrnunlty 
education 
42. Therapeutic intervention ski Its - e.g. applied to counseling, 
behavior change, psychotherapy, rehabi lltetlon 
-------------------------------------------------------------------------------------------¢ • Modal Response " Y " = Your Reaponee 
3 5 290 
very Infrequently 
2 
Infrequently 
(se I dom) 
Occosl onol l y 
4 
Frequent I y 
(often) 
Very Frequent I y 
2 3 
2 3 
2 3 
5 43. Training skills - e.g. applied to clients, personnel 
5 44. Writing ski Its - e.g. applied to grants, proposals, reports 
5 45. ldent1 fication skills - e.g. app l led to needs, problems, resources 
PART I I : KOO'M. EDGE AREAS 
INSTRUCTIONS 
This part of the questlonndire is made up of 88 items which have to do with 
knowledge areas involved in the field of conmunity mental health. These 
know ledge areas could be ut i I i zed in performing jobs within both .public and 
private mental health settings concerned with either comprehensive mental 
health services or services to a particular target population. The Items 
are organized into 5 categories which reflect a conceptual unity of the 
items contained in each category. These categories are Academic Olsclplines; 
constructs, theories and concepts which have to do with the Human Organism and 
the social Environment; Individual and Social problems; Social Ylelfare 
Policy and services; and concepts, methods, principles, strategies and 
theories which have to do · with Application and Practice within the carrnunity 
mental health system. 
The fol lowing sc a le is to be used in rating al I 88 items. 
Very Infrequently 
2 3 
Infrequently Occasionally 
(seldom) 
4 5 
Frequently Very Frequently 
(often> 
On items where you wish to change your response to the question below in 
light 01' the modal response, please circle the new rating. 
On items where you do not desire to change your rati.Dg atter considering 
this inf'ormation, please do nothi.Dg. 
TEN (10) YEARS FROM f'lJW, ~FREQUENTLY WILL MASTER'S LEVEL SOCIAL ~RKERS 
WI-() ARE INVOLVED IN OREGON'S COIM\UNITY MENTAL HEALTH SYSTEM BE UTILIZING 
KOOWl.EDGE FROM THE FOLLOWING AREAS? 
-------------------------
A. Academic Discip l ines 
2 3 ~ 5 
: ~: : 
[ 2 ~4 5 4. Political Science 
( I 2 3 4 ~ ) 5. Psychology 
-------------------------------------------------------------------------------------------
I. Anthropology 
2. Economics 
3. Philosophy 
0 = Modal Response " Y " = )'our Response 
Very lnfrequenrly 
2 3 4 ~ J 
2 3 i 5 l 
2 3 ~ 5 J 
2 ~ 4 5 J 
2 3 4 ~ J 
2 ~ 4 5 J 
2 3 ~ 5 J 
2 3 4 ~ J 
2 3 ~5 l 
2 3 4 5 J 
2 3 4 ~ J 
2 3 ~ 5 J 
2 3 4 ~ J 
2 ~ 4 5 J 
2 3 4 ~ J 
2 5 
2 5 
2 5 
2 3 t5 
2 3 ~ 5 
5 291 2 
Infrequent I y 
(se ldom) 
3 
Occasionally 
4 
Frequent I y 
(of ten) 
Very Frequently 
6. Re Ii g ion 
7. Social Psychology 
8. Sociology 
B. The HLJT1an Organism and the Soci al Environment 
Constructs, Theories and Concepts 
9. Abnormal psychology/psychopathology 
10. Anatomy and Physiology 
I I. Chi Id rearing 
12. Environmental/ecological psychology 
13. The Fa'Tli ly - e.g. history, structure, dyn001ics 
14. Government - e.g. organization, ope r ation, allocation of resources 
15. Groups - e.g. behavior, dynanlcs 
16. Human growth and development 
17. HU'Tlan sexuality 
18. Law and Legal systems - e.g. courts 
19. Mental health 
20. Organizations and bureaucracies 
21. Personality theo.ries - e.g. defense and coping mechanisms 
22. Political/legis l ative process 
23. Social change 
24. Social structure and institutions 
25. Systems theory 
26. Social deviancy 
c. Individual and social Problems 
27. Alcohol abuse - e.g. types, inc i dence, causes 
28~ Developmental disabi Ii ties - e.g. types, incidence, causes 
--------------------------------------------------------------------------------------------0 = Modal Response " Y " "" Your Responae 
Very Infrequently 
2 
Infrequently 
(seldom> 
3 
Occasionally 
4 
Frequent I y 
(often) 
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Very Frequent I y 
--------------------------------------------------------
2 
2 
2 
2 
2 
2 
2 
2 
2 
305 3 e5 
3l5 3 ~ 5 
3 ~ 5 
3 0s 
3~5 
3 05 3 e5 
29. Drug abuse - e.g. types, incidence, ca~ses 
30. Learning dlsabi II ties - e.g. types, Incidence, causes 
-ll-Mental, emotional and behavioral disturbances - e.g. types, 
incidence, causes 
32. Mental retardation - e.g. types, Incidence, causes 
33. Poverty - e.g. causes, incidence 
34. Racism - e.g. causes 
D. Social Welfare Policy and Services 
35. Corrmunity mental health - e.g. history, philosophy, principles 
36. Mental health delivery systems - e.g. al location of resources, 
operation, organization 
37. Mental health financing - e.g. avai lab! lity, mechanisms, sources 
38. Mental health laws, legislation and guidelines 
39. Mental health manpower - e.g. distribution, paraprofessional 
roles, professional roles 
40. Social policy 
41. Social service delivery systems - e.g. al location of resources, 
operation, organization 
42. Social service financing - e.g. availability, mechanisms, sources 
43. Social welfare laws, legislation and guidelines 
E. Application and Practice 
Concepts, Methods, Principles, Strategies a~d Theories 
44. Administration 
45. Accountability 
46. Behavior analysis and modification 
47. Business management 
48. Casework 
49. Citizen/consumer participation 
-------------------------------------------------------------------------------------------0. • Modal Response " Y " = Your Response 
Very Infrequently 
2 3 5 
2 3 5 
2 3 5 
2 3 5 
2 3 5 
2 3 5 
2 3 4 ~ 
2 *4 5 
2 4 5 . 
2 3. ~ 5 ] 
2 
3 4 tl 
2 3 4 ] 
2 3 ~5 
2 3 ~ ~ l 2 3 
2 3 9' ] 
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I n fr e que n t I y 
(seldom) 
3 
Occasionally 
4 
Frequent I y 
(odten) 
Very Frequent I y 
50. Cllent/consuner advocacy 
51. Corrrnunlty organization 
52. Confidentiality and civil rights 
53. Conflict resolution 
54. Consultation 
55. Continuity of care 
56. Crisis intervention 
57. Demography 
58. Epidemiology 
59. Evaluation - e.g. goal attainment scaling 
6:>. Femi ly psychotherapy 
61. Group psychotherapy 
62. Group work 
63. individual psychotherapy 
64. Interpersonal comnunication and relntions 
65. Intervention with alcohol abusers - e.g. needs, treatment modalities 
66. Intervention with drug abusers - e.g. needs , treatment modalities 
67. Intervention with the developmentally disabled - e.g. needs, 
strategies 
68. Intervention with the mentally retarded - e.g. na:ds, strategies 
69. Intervention with the mentally or emotionally disturbed - e.g. 
needs, treatment modalities 
70. Medical model - e.g. etiology, diagnosis, treatment 
71. Normalization and life span planning 
72. Parlimentary procedure 
73. Personnel management 
74. Prevention - primary, secondary, tertiary 
-----------------------------------------------------------------------------·---------------0 = Modal Response 11 Y 11 = Your Response 
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Very Infrequently In frequent I y 
!seldom) 
3 
Occasionally 
4 
Frequent I y 
(often) 
Very Frequ<>nt ly 
75. Problem-oriented record-keeping 
76. Program development 
77. Progrffil management - e.g. management by objectives, management 
information systems 
78. Problem-solving process 
79. Psychiatric classifications and nomenclature 
80. Psychometric testing and interpretation 
81. Psychopharmacology - e.g. medication effects and side effects 
82. Public relations 
83. Rehabilitation 
84. Research 
85. Social forecasting 
86. Social planning 
87. Social work principles and code of ethics 
88. Supervision 
~ = Model Response 
Comments on the Questionnaire or on the Study: 
" y " = Your Response 
APPENDIX B 
SELECTED RESPONSES AND FINDINGS 
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SOCIAL WORKERS IN COMMUNITY MENTAL HEALTH 
Questionnaire # 1 
Professional Affiliation and Degree, if applicable ._...;....Ps;;.,yL,,;c;.;.h.;..;i¥a;.;;t~ry_-.,...__,... ____________ _ 
(e.g. Education, Nursing, Psychiatry, Psychology, Social Work etc. 
Purpose 
The purpose of this questionnaire is to obtain your opinions and predictions about the 
future activities of social workers in the field of community mental health. It is composed 
of four open-ended questions which ask you to speculate on the following subjects: 
I) the future jobs which you see Master's level social workers performing in 
cominWlity mental health; 
2) the tasks involved in these jobs; 
3) the areas of knowledge involved in these jobs; 
4) the skills needed to carry out these jobs. 
Definition of Terms 
For the purposes of this study, the above terms are defined as follows: 
Job: A role or position occupied by the personnel within an organization 
Task: A discrete, purposeful piece of work which is performed as part of a job 
Area of Knowledge: A theory, principle, concept or method, or factual information 
Skill: The ability to apply one's knowledge effectively in the performance of tasks 
Instructions 
In response to each question, please list as many items a s you are able to. Attempt to 
make your responses as specific as possible, since specific statements will produce more 
useful data than broad general ones. If additional space is needed to complete your answer 
to any question, please use the space provided on page four. 
BEFORE YOU RESPO"t\1D TO THE QUESTIONS ON THE FOLLOWING PAGES, we would 
like you to think for a moment about the future of the community mental health system in 
Oregon in the decade 1975-1985. Imagine tlie structure and organization of the system, 
the needs and problems it will be addressing, and the programs and services it will 
1;>ncompass. Then think about the various jobs which you believe Master's level social 
workers may be performing in the different functional areas within the S'f stem, 1. e. 
providing direct services; facilitating and administering services; planning, developing 
and evaluating services. 
With this frame of reference in mind, please respond to the questions which follow from 
your perspective as a planner, an administrator or a staff member involved in community 
mental health. 
1) What jobs do you think Master's level social workers will be performing in Oregon's 
297 CMH system during the decade 1975-1985 ? 
For each item, please give a brief, behavioral description of the job, indicating both 
role and organization • For example: Family therapist in a children's treatment center 
· Administrator of an alcoholic recovery program 
Program evaluator in a CMH center . 
Administrator of hospital social services. 
Manager of hospital ward treatment program. 
Coordinator of hospital and co!TITlunity patient planning. 
Supervisor of social workers at St.ate Hospital. 
Administrator of Co1T111unity Mental Health Programs. 
Manager of Day Treatment programs. 
Administrator of Childrens Treatment Center. 
Group therapist at State Hospital. 
Group therapist in co1T111unity mental health program. 
Ward Team member at State Hospital. 
Coordinator of hospital alcohol program. 
Director of hospital Adolescent Program. 
Individual therapist at State Hospital. 
Individual therapist at c0111nUnity mental health program. 
Pre-investigator at corrmunity mental health program. 
Supervisor of community mental health program service areas. 
2) What tasks do you believe will be involved in these jobs? 
For each itein, please state both the action and its purpose as specifically as possible. 
For example: Conducting a home visit as part of a pre-committment screening 
Providing consultation about program design to a drug center 
Planning a sheltered workshop for retarded adults. 
Planning for improved delivery of social services. 
Coordinating workloads to ensure effective delivery of social services. 
Establishing communications systems between hospitals and comnunities. 
Monitoring and evaluating the perfonnance of staff members to upgrade skills. 
Teaching social work principles and ethics. 
Speaking at public meetings about community mental health program or hospital services 
Planning the treatment program of day center, hospital ward, or c011111unity mental 
health program 
Consulting with other staff about individua1 treatment plans. 
Referring clients to appropriate resources. 
Conducting group therapy 
Conducting individual therapy. 
Home visiting for pre-investigating or fam ·: ly information. 
Writing plans for various treatment programs. 
Meeting with convnunity agencies to coordinate services. 
3) What areas of knowledge do you believe a person will need to be familiar with to 
carry out these jobs ? 
Examples of possible theories, principles, concepts , methods or factual information 
might be: Social learning theory; principles of admiriistrat1on; concept of contrnu1ty of 
care; community organization methods; or incidence of mental retardation in Oregon. 
Psychosocial diagnosis. 
Principles of administration 
Systems theory 
Family dynamics 
Knowledge of organization & operation of Mental Health Division 
Hospital organizational structure 
Knowledge of fonnat for proposal and grant writing 
Management by objectives system 
State budgeting methodology 
Psychiatric nomenclature 
Medical audit procedures 
Principles of management 
Principles of consultation 
Family Therapy theory 
Transactional Analysis theory 
Behavior modification theory 
Reality Orientation theory 
Reality Therapy theory 
Principles of Resocialization 
Methods of evaluation 
Human development 
Principles of group dynamics 
4) w!lRP\'/,\!i~ cISf yJ.ll'bJ1~~Q ~MCWl1i~~cfe~ ~~1!'Jr:N~M"lhese Jobs? 
Please attempt to identify both categories of skills and the component skills with.in each 
category. For example: Interviewing skills - the ability to pi raphrase, the ability to 
gather information ••• 
Grantwriting skills- the ability to write clearly and consisely, 
the ability to project a rudget ••• 
Planning skills- the ability to analyze a policy, the ability to 
formulate objectives ••• 
Writing skills - the ability to write clearly and succinctly - grants, reports, 
letters and descriptive information 
Speaking skills - the ability to make oneself understood by a large group or 
individual - the ability to keep attention of others 
Listening skills - the ability to clearly receive the verbal and non-verbal 
messages of others 
Organizing skills - the ability to understand the relationship _between items 
and systems and to coordinate them 
Relationship skills - the ability to work together with an interdisciplinary 
team, and to establish constructive relationships with patients. 
Intervention skills - the ability to intervene appropriately in treatment. 
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TABLE XV 
RESPONSES TO THE NON-RESPONSE BIAS QUESTIONNAIRE 
AS COMPARED TO THE COMPLETED ROLES, FUNCTIONS 
AND TASKS QUESTIONNAIRE 
RESPONSE DISTRIBUTION MEAN RESPONSE 
NRB RFT NRB 
ITEM RFT Round II Questionnaire Round II Questionnaire 
1-2-3 4-5 1-2-3 4-5 
Roles 
3. 49% 51% 57% 43% 2.9 3. 1 
9. 26% 74% 14% 86% 3.9 3. 9 
1 7. 42% 58% 14% 86% 3.7 4.0 
Functions 
32. 28% 72% 29% 71% 3.9 3. 8 
34. 40% 60% 29% 71% 3. 8 4. 0 
37. 50% 50% 57% 43% 3.7 3. 7 
Tasks 
3. 22% 78% 29% 71% 4.0 3. 9 
32~ 50% 50% 29% 71% 3.5 3. 6 
38. 68% 32% 71% 29% 3.0 3. 3 
45. 48% 52% 43% 57% 3. 5 3. 6 
49. 40% 60% 43% 57% 3. 7 4. 1 
52. 54% 44% 43% 57% 3. 5 3. 9 
72. 56% 44% 43% 57% 3. 3 3.4 
74. 26% 74% 14% 86% 4.0 4. 3 
90. 20% 80% 0% 100% 4.2 4.3 
